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Arizona:  

Home Care Training to 

Home Care Client 

(HCTC)/Therapeutic 

Foster Home 

Children with special 

behavioral health (BH) 

needs. 

• Licensed foster 

home with 

documentation of 

certification to 

provide specialized 

services as a 

Therapeutic Foster 

Home. 

• Specialized training 

around the child’s 

BH needs and safe 

use of medications. 

Therapeutic 

interventions (e.g., 

anger management, 

crisis de-escalation, 

psychosocial 

rehabilitation, living 

skills training and 

behavioral intervention) 

in addition to basic 

parenting functions  

(i.e., custodial care and 

support services). 

• HCTC is a Medicaid 

covered service.  

• Medicaid 

reimbursement is 

billed using an 

age-specific HCTC 

code and modifier 

(S5109). 

Beginning 10/1/18 

foster care population 

will be enrolled in 

managed care 

organizations (MCOs). 
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Colorado: 

Treatment Foster Care/ 

Therapeutic Foster 

Care (TFC) 

No specified medical 

necessity criteria. TFC 

is part of the  

out-of-home continuum 

and can be an 

alternative to residential 

care or serve as a  

step-down to residential 

care. 

• Family foster care 

certified by county 

or child placing 

agency (CPA).  

• Additional TFC 

training for 

therapeutic and 

treatment foster 

parents. 

• CPA care 

coordinators 

complete 40 hours 

of competency-

based training prior 

to taking on a TFC 

caseload. 

Skills building and 

support services in a 

nurturing and 

individualized family 

environment. 

• CPAs are paid a 

daily foster care 

rate for TFC. 

• Medicaid managed 

Behavioral Health 

Organizations 

(BHOs) pay 

network providers 

for covered BH 

treatment services. 

• BHOs receive a 

Foster Care 

Capitation rate. 

• Children in foster 

care are 

mandatorily 

enrolled in BHOs. 

• BHOs pay only for 

the treatment 

portion of TFC and 

do not pay foster 

care parent. Foster 

parents are paid by 

county or CPA for 

custodial care. 
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Florida:  

Specialized Therapeutic 

Foster Care Services 

(STFC) 

• Children with a 

history of abuse/ 

neglect, or 

delinquent behavior 

and who have an 

emotional 

disturbance or 

serious emotional 

disturbance (SED).  

• Higher levels of 

STFC require 

additional level of 

care needs to be 

met. 

• Highly trained 

specialized 

therapeutic foster 

parents who 

provide services 

through a CPA.  

• STFC pre-training 

must be 

pre-approved by 

Department of 

Children and 

Families (DCF) or 

its designee or by 

an MCO for their 

network providers. 

Close supervision and 

clinical interventions 

within the TFC. During a 

crisis intervention 

services are provided to 

stabilize a behavioral, 

emotional or psychiatric 

crisis. 

Medicaid pays for  

two levels of STFC, 

including when the 

service is used as a 

temporary crisis 

intervention setting. 

• STFC parents must 

be linked to a 

treating psychiatrist 

and a primary care 

clinician. 

• STFC providers 

must complete an 

Agency 

Self-Certification, 

which requires the 

signature from DCF 

or its designee. 
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Georgia: 

Therapeutic Foster 

Care 

Youth has an SED and 

at least one other 

specified level of care 

criteria. 

All foster parents 

receive Parent 

Preparation Pre-service 

Training led by a child 

protection professional 

certified pursuant to 

State law, and who also 

successfully has met 

any curriculum-specific 

requirements to train 

the DCF-approved 

parent preparation 

pre-service training 

curriculum. 

Crisis intervention, 

intensive supporting 

resources management, 

counseling and other 

rehabilitative supports. 

Services are paid by 

MCOs to eligible 

providers and not to 

foster parents. 

• Maximum length of 

initial authorization 

is 90 days. 

• Concurrent 

authorization is also 

90 days. 
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Indiana: 

Therapeutic Foster 

Care 

• Children 5–18 with 

a score of 3 on the 

Child and 

Adolescent Needs 

and Strengths 

(CANS) placement 

decision model.  

• A CANS score of  

4–7 qualifies the 

child to be eligible 

for Therapeutic Plus 

Foster Care. 

Licensed foster parent 

with a therapeutic 

certification, which 

requires additional 

annual in-service hours. 

 

A CANS assessment is 

required every 180 

days. 

• CPA pays TFC 

providers for 

age-specific rates. 

• No Medicaid 

payment for TFC 

services. Medicaid 

providers (including 

CPAs with provider 

agreements) bill for 

covered BH 

treatment services. 

State operates under a 

children’s system of 

care model and requires 

child mental health 

wraparound (CMHW) 

service providers to 

have 2–3 years of 

experience working with 

SED population. 

 

Massachusetts: 

Intensive Foster Care 

(IFC) 

Children birth to age 22 

who may have a range 

of behavioral and 

cognitive needs and for 

whom traditional foster 

care is not sufficiently 

supportive. 

Licensed foster parent 

with applicable training 

and extensive foster 

home experience based 

on the level of care 

required by the child. 

Interventions specific to 

individual needs of 

children in a level of 

care.  

 

• DCF defines two 

IFC program types 

and several levels 

of care in which a 

child may be 

placed.  

• DCF established 

payment rates for 

each program type 

and care level. 

• No Medicaid 

payment for IFC 

services. 

• Statewide training 

method: 

Massachusetts 

Approach to 

Partnership in 

Parenting (MAPP). 

• Rate structure 

includes a stipend, 

an operational 

service rate and a 

teen parent rate. 
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Missouri: 

Therapeutic Foster 

Care 

Children 6–21 who have 

severe behavioral 

disorders, psychiatric 

diagnoses, delinquency 

and symptoms of 

complex trauma. 

Licensed foster parents 

with special training and 

support to implement 

key elements of 

treatment in the context 

of the family. 

Teaching pro-social 

skills and responses 

that equip families with 

means to deal with 

unique conditions or 

circumstances that 

created the need for 

treatment. 

• The Department of 

Social Services 

pays a TFC 

maintenance 

payment for the 

service. 

• Online information 

notes that 

“Medicaid allowed,” 

but it is not clear to 

what that payment 

notation occurs. 

Each therapeutic foster 

home and child is 

assigned a TFC worker 

by the CPA that 

provides support to TFC 

foster parents, families, 

and other treatment 

team members. 
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New York: 

Treatment Foster Care 

Children and youth up 

to age 21 (with a 

minimum IQ of 65) who 

have moderate to 

severe behavioral 

issues and emotional 

conditions and can be 

supported within a 

family setting. 

• Foster homes are 

“certified” (the term 

used for 

non-relative homes) 

or “approved” (the 

term used for 

relatives) by the 

state according to 

the same 

standards.  

• To deliver TFC, the 

state requires all 

foster parents to be 

trained in the 

Problem Solving 

Therapy-Primary 

Care BH model in 

addition to MAPP 

training. 

Interventions vary 

based on the unique 

needs of each child.  

• Title IV-E funds pay 

room and board for 

eligible children. 

• Medicaid funding 

supports 

therapeutic services 

for children. 

• TFC is a 

state-supervised, 

locally administered 

service, which 

mirrors the state’s 

decentralized child 

welfare structure. 

• Average placement 

in TFC setting is 

twelve months.  

• Counties have 

discretion to 

supplement state 

rates. New York 

City uses funds 

from a city tax levy 

for this purpose. 
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Oregon:  

Therapeutic Foster 

Care 

Children in need of 

remediating debilitating 

psychosocial, emotional 

and behavioral 

disorders through 

behavioral intervention, 

counseling and skills 

training in a TFC 

setting. 

• Two-year foster 

parent certifications 

and approvals are 

issued by the 

Department of 

Human Services. 

• TFC parents 

receive initial and 

annual training plus 

annual training.  

Service interventions 

are based on the 

appropriate TFC model 

and setting consistent 

with the needs of the 

child (e.g., behavior 

management, intensive 

structure, skills training, 

etc.) 

Medicaid pays for TFC 

for members under  

age 21 through billing 

code S5146. 

The Medicaid-funded 

services do not require 

the child to be in the 

foster care system. 

 

Tennessee: 

Therapeutic Foster 

Care 

Children/youth unable 

to receive parental care 

in their own home but 

capable of participating 

in a family unit. May 

have a history of 

moderate mental health 

and behavioral 

concerns. 

Licensed foster care 

programs that are 

reevaluated annually. 

TFC parents received 

specialized training 

targeted toward the 

population served.  

• Assist child in 

receiving outpatient 

therapy; assist and 

support child in 

receiving 

medication 

management.  

• Provide recreational 

activities, assist in 

development of 

daily living and 

interpersonal skills, 

and support 

achievement of 

permanency goals. 

• TFC financed 

through Department 

of Children’s 

Services (DCS) and 

TennCare. 

• Medicaid funds are 

used only to pay for 

covered clinical and 

therapeutic 

services. 

TennCare contracts 

with DCS to provide 

funding for all children 

in custody as well as for 

pre-custodial 

investigative work. 
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Texas: 

Intense Foster Family 

Care 

Children who need 

intense services and 

have severe problems 

in one or more areas of 

functioning (e.g., 

self-injurious actions, 

substance use disorder) 

and able to be served in 

a family setting.  

Previous experience in 

residential childcare or 

40 hours of supervision 

while conducting direct 

childcare duties. Foster 

home caregivers must 

receive annual training.  

Consistent and frequent 

attention, direction, and 

assistance to help the 

child achieve 

stabilization and 

connect appropriately 

with the child’s 

environment.  

• TFC is a BH benefit 

under the STAR 

Health Foster Care 

Program for 

children in the 

Texas foster care 

system.  

• Foster parents do 

not receive 

payment for 

services. Rather, 

eligible providers 

enrolled in Medicaid 

(who may 

employ/contract 

with foster parents 

through local 

agencies) receive 

payments. 

• Training 

requirements for 

caregivers in TFC 

homes with two or 

more caregivers are 

lower (30 hours of 

training) as 

compared with 

settings with only 

one caregiver  

(50 hours). 

• Interventions for 

children with 

development delays 

are also specified 

(e.g., self-help 

skills, mobility, 

communication, 

etc.). 
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Virginia: 

Treatment Foster Care 

CANS assessment 

indicates TFC 

appropriateness and 

Virginia Enhanced 

Maintenance Tool 

indicates need for 

high-level daily 

supervision. 

TFC parents are 

approved by the 

licensed or certified 

child-placing agency 

and trained to provide 

treatment foster care 

services. 

Support in implementing 

the treatment and 

service plan for the child 

and arrange for the 

child to receive 

recommended or 

identified clinical 

services (e.g., 

psychiatric, 

psychological, 

medication 

management). 

• BH services for 

children in foster 

care are managed 

and paid through 

the Community BH 

Services Program, 

a pre-paid inpatient 

health plan.  

• Children in foster 

are mandatorily 

enrolled in 

Community 

Behavioral Health 

Services Programs 

(but may voluntarily 

enroll in traditional 

MCOs for non-BH 

services). 

• Virginia also 

prescribes TFC 

case management 

as a component of 

treatment foster 

care. 

• Permanency 

planning and other 

activities by foster 

care workers are 

not Medicaid 

reimbursed 

activities.  
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Washington: 

Treatment Foster Care 

Eligibility is determined, 

in accordance with 

regional procedures, 

following assessment of 

service and placement 

options. 

Foster care license for 

three-year period. 

Licensure requires 

orientation, pre-service, 

and ongoing annual 

training using 

pre-approved curricula.  

Varies based on level of 

service and unique 

needs of the child. 

The Washington State 

Department of Social 

and Health Services —

Children’s 

Administration 

established four levels 

of foster care 

reimbursement.  

• Training is 

organized 

according to 

relevance for 

caregivers, support 

staff, social workers 

and supervisors. 

• Ongoing annual 

training 

requirements 

decrease for each 

subsequent 

licensure period.  

• Children in foster 

care are enrolled in 

the Washington 

State Apple Health 

Foster Care 

managed care 

program. 
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Wisconsin: 

Treatment Foster Care 

CANS tool helps 

determine level of need 

and service type, and 

placement.  

• Licensed foster 

homes are certified 

as a Level 3, 4 or 5 

to provide 

moderate, 

specialized, or 

exceptional 

treatment foster 

care, respectively).  

• Pre-placement, 

initial and ongoing 

training is 

mandatory.  

• Training and 

experience is 

required for each 

level of care.  

Interventions vary 

based on whether the 

child’s needs are 

related to physical, 

medical, or personal 

care. TFC providers are 

responsible for 

implementing specific 

activities or treatments 

outlined in a medical 

plan of care. 

DCF established a 

Uniform Foster Care 

Rate based on child 

needs. Supplemental 

and Exceptional Rates 

are paid, as 

appropriate, in addition 

to a Basic Maintenance 

Rate. 

Some levels of care 

require a previous 

professional (i.e., 

clinical) relationship with 

the child. 
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Role of County/ 

Child Placing 

Agency 

S A M P L E  C O N T R A C T  

Denver RFP for Child Placing Agencies: The purpose of the contract is to establish an 

agreement and scope of services between Denver Department of Human Services (DDHS) 

and Contractor to provide out-of-home placement services for children/youth in the custody 

of the Department. 

“The services purchased under this Agreement may include, but are not limited to basic 24-

hour care and child maintenance (food, shelter, clothing, educational supplies, personal 

incidentals and allowance), administrative overhead, and case management. Behavioral 

health (BH) services which may include but are not limited to individual, group and family 

therapy, in-home services and day treatment may be authorized and paid through the 

child’s/youth’s Medicaid eligibility. BH services may also be authorized and purchased 

directly by the City through the Core Service program. The amount paid for purchased care 

and services must be in writing and will be based upon the negotiated rate.” 

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

Annually, each foster parent, except therapeutic foster parents or treatment foster parents, 

must complete twenty hours of on-going specific training as required in his/her training 

development plan. 

In addition to initial certification requirements (Section 7.708.2-7.708.52), treatment foster 

parents shall have competency-based training or documented skills. Initially a treatment 

foster parent shall have 32 hours of training in the following areas: trauma informed care, 

including the impact of trauma, grief and loss; trauma informed behavior management; 

child and/or youth-specific content; intensive mental and BH training; confidentiality and 

cultural responsiveness; and annual requirements for foster parents  

(Section 7.708.65, c, 1-9).  

Therapeutic or treatment foster parents providing therapeutic services must complete an 

additional twelve hours of on-going training annually for a total of thirty-two hours of training 

in such areas as dynamics of victimization issues, with emphasis on appropriate age and 

developmental levels; and the individual needs of the foster children in care.  

In addition to initial certification requirements (Section 7.708.2-7.708.52), treatment foster 

parents shall have competency-based training or documented skills. Initially, a treatment 

foster parent shall have 32 hours of training in the following areas: trauma informed care, 

including the impact of trauma, grief and loss; trauma informed behavior management; 
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F L O R I D A :  S P E C I A L I Z E D  T H E R A P E U T I C  F O S T E R  C A R E  S E R V I C E S  

C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Specialized Therapeutic Foster Care Services (STFC) 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

N/A 

M E D I C A I D  

STFC Services: STFC services are intensive treatment services provided to recipients 

under the age of 21 years with emotional disturbances who reside in a state licensed foster 

home. STFC services are appropriate for long-term treatment and short-term crisis 

intervention.
3
 

The goal of STFC is to enable a recipient to manage and to work toward resolution of 

emotional, behavioral or psychiatric problems in a highly supportive, individualized and 

flexible home setting. 

STFC services incorporate clinical treatment services, which are behavioral, psychological 

and psychosocial in orientation. Services must include clinical interventions by the 

specialized therapeutic foster parent(s), a primary clinician and a psychiatrist. A specialized 

therapeutic foster parent must be available 24-hours per day to respond to crises or to 

provide special therapeutic interventions. 

There are two levels of STFC, which are differentiated by the supervision and training of 

the foster parents and intensity of programming required. STFC levels are intended to 

support, promote competency, and enhance participation in normal, age-appropriate 

activities of recipients who present moderate to serious emotional or behavior 

management problems. Programming and interventions are tailored to the age and 

diagnosis of the recipients. 

STFC services are offered at Level I or Level II, with crisis intervention available at both 

levels. 

Level I STFC is characterized by close supervision of the recipient within a specialized 

therapeutic foster home. Services to the recipient must include clinical interventions by 

                                                

3
 Specialized Therapeutic Services Coverage and Limitations Handbook, Agency for Health Care Administration,  

March 2014. 
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C A T E G O R Y  D E S C R I P T I O N  

the specialized therapeutic foster parent(s), a primary clinician and a psychiatrist. 

Level II STFC is characterized by the need for more frequent contact between the 

specialized therapeutic foster parents, the recipient, primary clinician and the 

psychiatrist as a result of the recipient exhibiting the maladaptive behaviors. Level II 

STFC is intended to provide a high degree of structure, support, supervision and 

clinical intervention. 

Crisis Intervention Services: STFC services may be used for a maximum of 30 days for 

crisis intervention for a recipient for whom services must occur immediately in order to 

stabilize a behavioral, emotional or psychiatric crisis. Any exception to this length of stay 

must be approved in writing by the multidisciplinary team. A Comprehensive Behavioral 

Health Assessment (CBHA) must be initiated within 10 working days of crisis intervention 

services for any recipient who has not had a CBHA in the past year.  

Medical 

Necessity 

Criteria/ 

Program 

Eligibility 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

N/A 

M E D I C A I D  

Level I STFC is for recipients with a history of abuse or neglect, or delinquent behavior, 

and who have an emotional disturbance or serious emotional disturbance. The recipient 

must qualify for foster care and must meet at least one of the following criteria: (1) requires 

admission to a psychiatric hospital, a crisis stabilization unit or a residential treatment 

center without STFC, or (2) within the last two years, been admitted to one of these 

treatment settings. 

A recipient requiring Level II STFC must meet the following criteria: meet the criteria of 

Level I STFC; be exhibiting more severe maladaptive behaviors (e.g., destruction of 

property, physical aggression toward people or animals, self-inflicted injuries, suicidal 

ideations or gestures, an inability to perform activities of daily and community living due to 

psychiatric symptoms). The recipient must require the availability of highly trained 

specialized therapeutic foster parents as evidenced by at least one of the behaviors or 

deficits listed above. 

Crisis Intervention Services: The recipient must be in foster care or delinquent and must 

be determined by the multidisciplinary team to meet Level I or Level II criteria. 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

Standard Foster Care 
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C A T E G O R Y  D E S C R I P T I O N  

Licensed out-of-home caregivers meeting the criteria of Section 409.175, F.S., may be 

issued a license for longer than one year, but no longer than three years. Re-licensure is 

required for a three-year period. 

T R E A T M E N T / T H E R A P E U T I C  F O S T E R  C A R E  

N/A 

Role of County/ 

Child Placing 

Agency 

S A M P L E  C P A  C O N T R A C T  

The agreement sets out procedures to be used by the Department of Regional Foster Care 

Licensing Program Management and the Lead Agency staff when processing applications 

and renewals for foster care licenses. Lead agency responsibilities are contained in the 

agreement.  

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

Parent Preparation Pre-service Training: Each parent preparation pre-service training 

class shall be led by a child protection professional certified pursuant to Section 402.40, 

F.S., who has a bachelor’s degree or a master’s degree from an accredited college or 

university, and who also successfully has met any curriculum-specific requirements to train 

the Department of Children and Families (DCF)-approved parent preparation pre-service 

training curriculum. DCF shall review all parent preparation pre-service training curriculum 

to ensure that it meets the required hours and content requirements. 

Continuing Education: Licensed out-of-home caregivers shall be offered continuing 

education opportunities by their supervising agency. Continuing education materials must 

be approved prior to use. 

M E D I C A I D  

Specialized therapeutic foster parent pre-service training must be approved by the DCF or 

their designee or by a managed care plan for their network providers. The specialized 

therapeutic foster parent pre-service training must address at least the following areas: 

program orientation, including the responsibilities of the treatment parent and provider 

agency; normal childhood development; emotional disturbances in children and common 

behavioral problems exhibited; behavior management, theory and skills; discipline, 

limit-setting, logical consequences, problem-solving, and relationship building skills; 

communication skills; permanency planning; stress management; crisis intervention and 

emergency procedures; self-defense and passive physical restraint; working with biological 

or adoptive families; placement adjustment skills; confidentiality; cultural competency and 

behaviors and emotional issues of children who have been sexually abused Agency staff 

http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=2ahUKEwiTwuKq2Y3dAhWut1kKHeSoDoQQFjAAegQIBBAC&url=http%3A%2F%2Fwww.dcf.state.fl.us%2Fprograms%2Fcbc%2Fdocs%2F15-16%2FAdoption%2520of%2520the%2520Attestation%2520Model%2520for%2520Family%2520Foster%2520Home%2520Licensing.doc&usg=AOvVaw1SPhZRoEKF5_bxfOJTlxJs
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=4&ved=2ahUKEwiTko3P1Y3dAhXwwVkKHUt8DNcQFjADegQIBxAC&url=https%3A%2F%2Fwww.flrules.org%2Fgateway%2Fnotice_Files.asp%3FID%3D20091336&usg=AOvVaw1XkutDD-PtNtscjWGL_H9I
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=4&ved=2ahUKEwiTko3P1Y3dAhXwwVkKHUt8DNcQFjADegQIBxAC&url=https%3A%2F%2Fwww.flrules.org%2Fgateway%2Fnotice_Files.asp%3FID%3D20091336&usg=AOvVaw1XkutDD-PtNtscjWGL_H9I


APPENDIX B 

STATE PROFILES 

Page 3 

 

    

C A T E G O R Y  D E S C R I P T I O N  

training. 

Evidence-Based 

Practices Used 

(if applicable) 

No specific program model is identified at the state level. Providers must be linked to a 

treating psychiatrist. Specialized therapeutic foster care providers must complete the 

Specialized Therapeutic Foster Care Provider Agency Self-Certification. This 

self-certification also requires the signature of DCF or its designee. Providers must submit 

the completed self-certification to the Medicaid fiscal agent with their enrollment 

application. 

Required 

Interventions/ 

Program 

Elements 

See Provider Qualifications. 

Medicaid 

Delivery System
4
 

Delivery System for SMI/SED  Delivery System for Foster Care
5
 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☐ BH benefit 

managed FFS 

☒ BH benefit 

managed by MCO or 

PIHP 

☐ BH benefit for 

children in foster 

care managed FFS 

☒ BH benefit for 

children in foster 

care managed by 

MCO or PIHP 

                                                

4
 Florida has transitioned to a delivery model wherein the majority of fully Medicaid eligible recipients receive their services 

through a health plan. The statewide Medicaid Managed Care program was fully implemented in August 2014 and has two 

components: The Managed Medicaid Assistance (MMA) program and the Long-term Care program. The Agency operates 

the MMA program through an 1115 waiver. The DCF Office of Substance Abuse and Mental Health serves as the single 

state authority for mental health and substance abuse services. Florida law requires DCF to implement a SOC to provide 

substance abuse treatment and mental health services. The Child Welfare Specialty plan is designed to provide services 

to Florida Medicaid-eligible recipients under the age of 21 years who have an open case in the Florida Safe Families 

Network. In 2015, Florida law was amended to allow Florida Medicaid-eligible children who are in subsidized adoptions to 

enroll in the Child Welfare Specialty plan. The Agency contracted with Sunshine Health as a statewide specialty plan to 

serve the child welfare population. All MMA plans, including the Child Welfare Specialty plan, are responsible for covering 

comprehensive medical and BH services. All MMA plans, including the Child Welfare Specialty plan, are responsible for 

also covering the following SIPP, Behavioral Health Overlay Services, Substance Abuse Services, Targeted Group Care 

Services, STFC services and CBHA. Many of these services have historically only been available through fee for-service 

Medicaid. 

5
 Children in foster care may voluntarily enroll in Medicaid managed care. However, children in foster care are mandatorily 

enrolled in the Community Behavioral Health Services Program, the BH benefit managed by PIHPs. 
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Financing 

Sources for TFC 

Services 

☐ IV-E ☒ 

Medicaid 

Treatment 

(including 

TCM) 

☐ Medicaid 

Administrative 

☐ State 

General 

Fund 

☐ County ☐ Other 

Medicaid 

Provider of TFC 

Services (if 

applicable) 

☐ State/ 

County 

Children’s 

Agency 

☐ Child 

Placing 

Agency 

☒ Foster 

Parent 

☒ BH 

Services 

Organization

/Clinician 

☐ Waiver 

Case 

Management 

Entity 

☐ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

Services (if 

applicable) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Effective January 1, 2018, the minimum room and board rates paid to foster parents are as 

follows: 

• 0–5 Years: $457.95 

• Age 6–12: $469.68 

• Years Age 13–21: $549.74 

Foster parents will receive an annual cost of living increase. If a young adult is residing in a 

foster home, room and board rate payments are paid directly to the foster parent. 

Unable to identify amount of Specialized TFC add-on rate (if any) paid by the state or 

county children’s services agency.  

M E D I C A I D  

 C O D E /  

M O D I F I E R  

M A X I M U M  

F E E  

L I M I T A T I O N S  

Specialized Therapeutic 

Foster Care, Level I 

S5145 $87.30 per day Medicaid will not 

reimburse a provider for 

days when a recipient is 

in a Juvenile Justice 

detention center. The 

community BH services 

psychosocial 

rehabilitation and 

clubhouse will not be 

reimbursed as a separate 

service by Medicaid for 

recipients receiving STFC 

services. 

Specialized Therapeutic 

Foster Care, Level II 

S5145/HE $135.80 per day 

Specialized Therapeutic 

Foster Care, Crisis 

Intervention 

S5145/HK $135.80 per day 

http://www.myflfamilies.com/service-programs/independent-living/myfuturemychoice-fp
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G E O R G I A :  T H E R A P E U T I C  F O S T E R  C A R E  

C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Georgia Families 360 — Intensive Family Intervention/Therapeutic Foster Care
6
  

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

A service intended to improve family functioning by clinically stabilizing the living 

arrangement, promoting reunification or preventing the utilization of out-of-home 

therapeutic venues (i.e., psychiatric hospital, psychiatric residential treatment facilities or 

residential treatment services) for the identified youth. Services are delivered utilizing a 

team approach and are provided primarily to youth in their living arrangement and within 

the family system. Services promote a family-based focus in order to: 

• Defuse the current BH crisis, evaluate its nature and intervene to reduce the likelihood 

of a recurrence; 

• Ensure linkages to needed psychiatric, psychological, medical, nursing, educational, 

and other community resources, including appropriate aftercare upon discharge  

(i.e., medication, outpatient appointments, etc.); and 

• Improve the individual child’s/adolescent’s ability to self-recognize and self-manage BH 

issues, as well as the parents’/responsible caregivers’ capacity to care for their 

children. 

                                                

6
 On November 18, 2009, the Centers for Medicare & Medicaid Services (CMS) announced that it is withdrawing the 

proposed rule, “Medicaid Program; Coverage for Rehabilitative Services” (72 FR 45201). As a result of this rule, Georgia 

(and Colorado) was asked, beginning July 1, 2007, to unbundle Medicaid services that were provided through private 

community-based TFC and group homes. 
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M E D I C A I D  

N/A 

Medical 

Necessity 

Criteria/ 

Program 

Eligibility 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Youth has a diagnosis and duration of symptoms which classify the illness as an SED 

(youth with an SED have a diagnosable mental, behavioral, or emotional disorder of 

sufficient duration to meet the Diagnostic and Statistical Manual of Mental Disorders (DSM) 

diagnostic criteria and results in a functional impairment which substantially interferes with 

or limits the child’s role or functioning in the family, school, or community activities) and/or 

is diagnosed with a Substance Related Disorder, and one or more of the following: 

• Youth has received documented services through other services such as 

Non-Intensive Outpatient Services and exhausted these less intensive outpatient 

resources. Treatment at a lower intensity has been attempted or given serious 

consideration, but the risk factors for out-of-home placement are compelling; the less 

intensive services previously provided must be documented in the clinical record (even 

if it via by self-report of the youth and family); or 

• Youth and/or family has insufficient or severely limited resources or skills necessary to 

cope with an immediate BH crisis; or 

• Youth and/or family BH issues are unmanageable in traditional outpatient treatment 

and require intensive, coordinated clinical and supportive intervention; or 

• Because of BH issues, the youth is at immediate risk of out-of-home placement; or 

• Because of BH issues, the youth is at immediate risk of legal system intervention or is 

currently involved with the Department of Juvenile Justice for behaviors/issues related 

to SED and/or the Substance-related disorder. 

M E D I C A I D  

N/A 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

Standard Foster Care 

The Georgia Foster Parent Manual describes requirements for “approved foster care” 

providers based on meeting applicable training. “Once you are approved as a foster 

parent, several factors will determine when you will receive a child, including the number of 

children in your area who need a foster family at a given time and the age range, gender, 

and other characteristics of children that you have been approved to care for.” 

Treatment/Therapeutic Foster Care 

No additional training or certification is described in the Manual specifically regarding TFC. 

http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=16&cad=rja&uact=8&ved=2ahUKEwjT8suE4I3dAhXLq1kKHbW8C9cQFjAPegQIARAC&url=http%3A%2F%2Ffostergeorgia.com%2Fwp-content%2Fuploads%2F2017%2F02%2FFINALGA-Foster-Parent-Manual-Final-01-25-2017.pdf&usg=AOvVaw0r3JsDnKuBmYnaC2xbVCbE
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C A T E G O R Y  D E S C R I P T I O N  

However, there is a reference to Wraparound Services.
7
 

Role of County/ 

Child Placing 

Agency 

S A M P L E  C P A  C O N T R A C T  

Child Placing Agency rules expand on requirements for a child welfare agency that is any 

institution, society, agency, or facility, whether incorporated or not, that places children in 

foster homes for temporary care or in prospective adoptive homes for adoption. 

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent 

Pre-Service Orientation and Information Session. A two-hour session completed in-person 

or via webinar.  

24-hour pre-service training, IMPACT, Initial Interest, Mutual Selection, Pre-Service 

Training, Assessment, Continuing Development and Teamwork. During the IMPACT 

training, families are provided with information on numerous topics to assist prospective 

foster parents in understanding the Division of Family and Children’s Services' role in 

working with birth families, the roles and responsibilities of foster and adoptive parents, and 

the effect of abuse and neglect on children and their families. The process also requires 

prospective foster and adoptive families to assess the effect this decision may have on 

them. The approval process is one of mutual decision making. IMPACT begins with a 

two-hour in-person orientation and follows with 20 training modules that last one hour 

each. Modules are available online.  

Continuing Education Annual Training Requirements — All families approved to provide 

foster care (including relative caregivers) must obtain a minimum of 15 hours of Continued 

Parent Development (CPD) each calendar year. At least five of the required hours must be 

obtained via in-person (one-on-one or group) interaction. CPD must be relevant to the 

needs of the child being placed in your home. Areas of training may include but are not 

                                                

7
 Wraparound services are designed to provide immediate, critical support to placement families and the children 

entrusted to their care, with the intent of promoting safe and stable families and early reunification. As children enter care, 

the need for wraparound services will be determined through the Comprehensive Child and Family Assessment (CCFA). If 

a child does not yet have a CCFA, or if the need for wraparound services does not arise until after the assessment is 

completed, services will be provided as necessitated. Wraparound services include Crisis Intervention, In-Home Case 

Management, and In-Home Intensive Clinical/Therapeutic Services (Provides therapeutic and/or clinical services to the 

child’s family in preparation for a safe return to his or her biological family and/or to maintain and stabilize a child’s current 

placement). 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=8&ved=2ahUKEwiLyuGR5Y3dAhXKqlkKHS3SCVAQFjAHegQIChAC&url=https%3A%2F%2Fdhs.georgia.gov%2Fsites%2Fdhs.georgia.gov%2Ffiles%2Frelated_files%2Fsite_page%2FCPA%2520v08%2520RULES.pdf&usg=AOvVaw2i_plPCv9p5eGO5MRuM41y
https://www.adoptuskids.org/adoption-and-foster-care/how-to-adopt-and-foster/state-information/georgia
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C A T E G O R Y  D E S C R I P T I O N  

limited to: 

• Child safety 

• Parenting a developmentally disabled child 

• Caring for a medically fragile child 

• Parenting a child with ADHD 

• Conflict resolution 

• Managing specific behaviors 

• Understanding and implementing agency policies 

• Helping a child learn appropriate behaviors 

• Parenting the gifted child 

• Supporting personal growth and development 

• Helping a child achieve permanency and independence 

M E D I C A I D  

N/A 

Evidence-Based 

Practices Used 

(if applicable) 

Partnership Parenting is a model used by the Division of Family and Children Services 

(DFCS) that promotes shared parenting practices between caregivers and birth parents, 

allowing parents to continue with a measure of parenting while the child is in care, so that a 

child’s parents remain closely involved in his or her life. 

Required 

Interventions/ 

Program 

Elements 

Services should include crisis intervention, intensive supporting resources management, 

individual and/or family counseling/training, and other rehabilitative supports to prevent the 

need for out-of-home placement or other more intensive/restrictive services. Services are 

based upon a comprehensive, individualized assessment and are directed towards the 

identified youth and his or her BH needs/strengths and goals as identified in the 

Individualized Resiliency Plan. 

Service Exclusions: 

• Youth with any of the following unless there is clearly documented evidence of an 

acute psychiatric/addiction episode overlaying the diagnosis:  

– Autism Spectrum Disorders including Asperger’s Disorder, 

– Intellectual/Developmental Disabilities,  

– Organic Mental Disorder, or  

– Traumatic Brain Injury. 

• Youth can effectively and safely be treated at a lower intensity of service. This service 

may not be used in lieu of family preservation and post-adoption services for youth 

who do not meet the admission criteria for Intensive Family Intervention. 
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1 unit = 15 minutes 

Initial Authorization (Maximum Length) = 90 days (288 units) 

Concurrent Authorization (Maximum Length) = 90 days (288 units) 

Daily Maximum Units = 48 units 

Medicaid 

Delivery System 

Delivery System for SMI/SED  Delivery System for Foster Care
8
 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☐ BH benefit 

managed FFS 

☒ BH benefit 

managed by MCO or 

PIHP 

☐ BH benefit for 

children in foster 

care managed FFS 

☒ BH benefit for 

children in foster 

care managed by 

MCO or PIHP 

Financing 

Sources for TFC 

Services 

☒ IV-E ☐ 

Medicaid 

Treatment 

(including 

TCM) 

☐ Medicaid 

Administrative 

☒ State 

General 

Fund 

☐ County ☒ Other
9
 

Medicaid 

Provider of TFC 

Services (if 

applicable) 

☐ State/ 

County 

Children’s 

Agency 

☐ Child 

Placing 

Agency 

☐ Foster 

Parent 

☐ BH 

Services 

Organization/

Clinician 

☐ Waiver 

Case 

Management 

Entity 

☒ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

Services (if 

applicable) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Effective July 1, 2017, the new Foster Care Basic Per Diem is: 

• Child age birth through 5: $25.27 per day 

• Child age 6 through 12: $27.26 per day 

• Child age 13 and older: $29.65 per day 

Unable to identify amount of TFC add-on rate (if any) paid by the state or child placing 

agency. 

                                                

8
 Georgia 360 plan provides payments for basic foster care and health services for enrolled child/youth. 

9
 Per a one-on-one conversation with an MCO representative during the 2018 National Academy of State Health Policy 

(NASHP), MCOs are conducting several pilots with child placing agencies to directly fund TFC. 

http://fostergeorgia.com/2017/07/06/foster-care-per-diem-and-relative-subsidy-increase/
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C A T E G O R Y  D E S C R I P T I O N  

M E D I C A I D  

N/A 

 

I N D I A N A :  T H E R A P E U T I C  F O S T E R  C A R E  

C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Therapeutic Foster Care 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Department of Child Services (DCS) 

TFC: This option is primarily for a child 5–18 years old who scores at a “3-Therapeutic” on 

the Child and Adolescent Needs and Strengths (CANS) placement decision model. At this 

level of care, child has either a medical, developmental or behavioral/emotional need, or a 

high-risk behavior, that is moderate to severe. In addition to foster care in the community, 

the child, family and foster family are supported with treatment and support services to 

address and manage identified needs. (Note: child may also have combination of any of 

the needs above.) This also may be an option for a child 0–5 years old in appropriate 

circumstances as determined by DCS 

Therapeutic Plus Foster Care: This option is primarily for a child 5–18 years’ old who 

scores either at the group home or residential placement on the CANS (i.e., 4–7 on the 

CANS placement decision model) but can be supported in a foster home with intensive 

services. This also may be an option for a child 0–5 years old in appropriate circumstances 

as determined by DCS. 

DCS may develop and implement pilot programs by written agreement with a CPA, relating 

to a foster home or group of foster homes that the CPA supervises. The pilot program may 

include payment amounts or procedures during a specified time period that differ from the 

amounts or procedures determined under the Administrative Rule for rate setting. Any 

payments made to a CPA will be made pursuant to a written agreement with the CPA. 

M E D I C A I D  

N/A 

Medical 

Necessity 

Criteria/ 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

See Program Overview. 
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Program 

Eligibility 
M E D I C A I D  

N/A 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

Licenses are issued for a period of four years. Annual reviews are conducted by the 

Regional Foster Care Specialist in order to update the foster family’s personal information 

and determine that the family continues to meet the requirements for licensure. 

Role of County/ 

Child Placing 

Agency 

The DCS is solely responsible for licensing all CPAs in the State of Indiana. Although 

CPAs can recommend foster homes for licensure, DCS is responsible for making the final 

decision on licensure. See Substitute Care Agreement between DCS and CPA. Also see 

Sample DCS contract with CPA. 

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

In Indiana, foster parents must be licensed by DCS. Once a family has met all of the 

requirements for licensure, a standard foster family home license will be issued by DCS for 

foster parents to provide care for appropriately matched children in need of a foster home 

placement setting. This requires 10 hours of Pre-Service training, along with First Aid, 

CPR, and Universal Precautions training. Fifteen hours of in-service training is required 

each year to maintain this license. 

DCS requires all Foster Family Home licensees to successfully complete 15 hours of 

in-service training annually. The in-service training requirements will need to be 

completed by each licensee in the foster family household. Training also includes 

specialized training to meet the child's specific needs. Provider qualifications are as 

follows: 

• Must be at least 21 years of age 

• Passing a criminal history and background check that includes a fingerprint-based 

national history 

• Demonstrating financial stability 

• Own or renting own home that meets physical safety standards (e.g., fire 

extinguishers, adequate bedroom space, reliable transportation)  

• Medical statements from a physician for all household members  

• Successful completion of pre-service training requirements: 

– Don't Wait! Make the Call. Report Child Abuse and Neglect in Indiana. 

Public online training and information course  

– New Worker Training 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=6&ved=2ahUKEwjPoNLp8f7cAhUmuVkKHbMiA7QQFjAFegQIBRAC&url=https%3A%2F%2Fwww.villages.org%2Fpdf%2FSubstitute_Care_Agreement.pdf&usg=AOvVaw34BnklSYvaXaVq2N4JwP6o
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwjPoNLp8f7cAhUmuVkKHbMiA7QQFjABegQICRAC&url=https%3A%2F%2Fwww.in.gov%2Fdcs%2Ffiles%2FFormApprovalDCS2014ChildPlacingAgencyAM1R1.pdf&usg=AOvVaw3xQ5TLQUSQmE_fFaCMw5He
https://reportchildabuse.dcs.in.gov/
https://www.in.gov/dcs/2661.htm
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C A T E G O R Y  D E S C R I P T I O N  

– Lodging for Training: 

› Foster Parent Training (Resource and Adoptive Parent Training)  

› Indiana Practice Model Information 

› DCS Legal Clerical Training 

– Child Protection Team Manual: 

› CPT Manual Part 1 

› CPT Manual Part 2 

› 311 Tool 

› CPT Manual Part 3 

• Successful completion of First Aid, CPR, and Universal Precautions training. 

• Positive personal reference statements. 

• Foster parents do not need to be married. They may be single or cohabitating. A live-in 

relationship with a significant other or same-sex partner should be established for at 

least one year to demonstrate stability.  

• Home visits from the Regional Licensing Specialist. 

• Completing all required forms within the licensing packet. 

DCS requires each licensee with a therapeutic certification to successfully complete 

20 hours of in-service training annually, which includes 10 hours of general training 

and 10 hours of additional therapeutic training to meet the child’s specific needs. 

DCS will allow any in-service training completed in the three-month period prior to the 

end of the current training year to be counted toward the annual requirement for the next 

training year, if the in-service training credit is not needed to fulfill the training requirement 

for the current year. No more than five training hours can be carried over to the following 

year. Rationale for exceptions to in-service Training requirements must be maintained in 

an individual file at each licensing agency. 

Each DCS region will provide opportunities for in-service training on a regular basis.  

DCS will allow licensees to earn up to eight hours through alternative trainings (online 

trainings, books, videos, etc.). 

Foster Family Responsibilities and Services: As part of the children’s system of care 

(SOC) and Child Mental Health Wraparound (CMHW) model used by the state, the 

Division of Mental Health and Addiction (DMHA) requires two and three years of 

experience working with children who are experiencing SED to help ensure that CMHW 

applicants have the knowledge and understanding related to the rewards and challenges of 

working with this population. The SED experience required depends on the service the 

https://www.in.gov/dcs/3198.htm
https://www.in.gov/dcs/3208.htm
https://indiana.adobeconnect.com/p1vqyv2m7th/?launcher=false&fcsContent=true&pbMode=normal
https://www.in.gov/dcs/files/CPT_Manual_Part_1(1).pdf
https://www.in.gov/dcs/files/CPT_Manual_Part_2.pdf
https://www.in.gov/dcs/files/311(1).pdf
https://www.in.gov/dcs/files/CPT_Manual_Part_3.pdf
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provider will offer. The DMHA reserves the right to make the final determination of whether 

an applicant’s SED experience meets CMHW services qualification criteria. This criteria 

includes, among others, providing TFC; or persons working in a capacity that may not 

involve mental healthcare but where the work is targeted to a defined SED population. 

M E D I C A I D  

N/A 

Evidence-Based 

Practices Used 

(if applicable) 

CMHW Services: CMHW services provides youth, with SED with intensive, home- and 

community-based wraparound services that will be provided within an SOC philosophy and 

consistent with Wraparound principles. Services are intended to augment the youth’s 

existing or recommended BH treatment plan (Medicaid Rehabilitation Option [MRO], 

Managed Care, etc.) and address the following:  

1. The unique needs of the CMHW participant. 

2. A treatment plan built upon the participant and family strengths.  

3. Services and strategies that assist the participant and family in achieving more positive 

outcomes in their lives. 

CMHW services are provided by qualified, DMHA-approved, specially trained service 

providers who engage the participant and family in a unique assessment and treatment 

planning process characterized by the formation of a Child and Family Wraparound Team. 

The team will make available to the participant/family an array of strategies, which include, 

but are not limited to, the following: 

1. BH and support services 

2. Crisis planning and intervention 

3. Parent coaching and education 

4. Community resources and supports 

The state’s purpose for providing CMHW services is to serve eligible participants, who 

have SED, and enable them to benefit from receiving intensive Wraparound services within 

their home and community with natural family/caregiver supports. The CMHW services 

available to the eligible participant include: 

1. Wraparound Facilitation 

2. Habilitation 

3. Respite Care 
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4. Family Support and Training for the Unpaid Caregiver 

Required 

Interventions/ 

Program 

Elements 

CANS reassessments are required every 180 days and at critical case junctures. When a 

reassessment is completed and the DCS determines a higher category of supervision, the 

rate will increase to match the new category of supervision. The effective date of the new 

rate will be the date of the CANS assessment. When a CANS assessment is completed at 

the 180-day follow-up and DCS determines a lower category of supervision, DCS will 

continue to pay the current rate as a stabilization rate. DCS will not lower the rate until two 

consecutive CANS assessments show the lower category of supervision. 

Agency Responsibilities and Services: Therapeutic foster homes licensed under  

IC 31-27-4, including special needs and therapeutic foster homes only when the licensed 

child placing agency is DMHA-approved CMHW services agency provider. 

Medicaid 

Delivery 

System
10

 

Delivery System for SMI/SED  Delivery System for Foster Care 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☒ BH benefit 

managed FFS 

☐ BH benefit 

managed by MCO or 

PIHP 

☒ BH benefit for 

children in foster 

care managed FFS 

☐ BH benefit for 

children in foster 

care managed by 

MCO or PIHP 

Financing 

Sources for TFC 

Services 

☒ IV-E ☐ Medicaid 

Treatment 

(including 

TCM) 

☐ Medicaid 

Administrative 

☒ State 

General 

Fund 

☐ County ☐ Other 

Medicaid 

Provider of TFC 

Services (if 

applicable) 

☐ State/ 

County 

Children’s 

Agency 

☐ Child 

Placing 

Agency 

☐ Foster 

Parent 

☐ BH 

Services 

Organization

/Clinician 

☐ Waiver 

Case 

Management 

Entity 

☒ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Pursuant to the CPA rate rule, behavioral health services are unbundled from the 

maintenance and administrative payment to the CPA so that actual costs are 

                                                

10
 For FFS children/youth, MRO services may be billed on the same claim with other IHCP-covered services; for managed 

care children/youth, MRO services must be billed separately and submitted to the IHCP FFS claim-processing unit rather 

than to the child/youth’s managed care entity (MCE). Also see Managed Care in Indiana and the Indiana Medicaid 

Managed Care Quality Strategy Plan 2018. 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=3&ved=2ahUKEwjB2cn6rJrdAhXRVN8KHWEVBawQFjACegQIBxAC&url=https%3A%2F%2Fwww.medicaid.gov%2Fmedicaid-chip-program-information%2Fby-topics%2Fdelivery-systems%2Fmanaged-care%2Fdownloads%2Findiana-mcp.pdf&usg=AOvVaw3ttSeoF-rVobW7SrSIX7nw
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=2ahUKEwiQzauXr5rdAhVoZN8KHctmA7UQFjAAegQIChAC&url=https%3A%2F%2Fwww.in.gov%2Ffssa%2Fhip%2Ffiles%2F2018-03-20-QSP-Plan-final.pdf&usg=AOvVaw3mWmNTgm84all3dx-zKbx5
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=2ahUKEwiQzauXr5rdAhVoZN8KHctmA7UQFjAAegQIChAC&url=https%3A%2F%2Fwww.in.gov%2Ffssa%2Fhip%2Ffiles%2F2018-03-20-QSP-Plan-final.pdf&usg=AOvVaw3mWmNTgm84all3dx-zKbx5
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Services (if 

applicable) 
identifiable and alternative funding sources can be accessed to enable the most 

efficient use of state funds to pay for child services. As such, DCS will refer separately 

for BH services to CPAs or other BH providers who are able to bill Medicaid and who have 

a contract with DCS. The referral given at the time of placement authorizes the provider to 

provide the service. Providers do not have to wait until Medicaid approves units to start 

performing the services. If the child is not Medicaid eligible or Medicaid denies the 

approved service, then DCS will pay based on the initial referral. CPAs can collaborate 

with other providers to provide Medicaid services with reference to BH services. 

Effective January 1, 2012, for children who are Medicaid eligible, BH costs shall be billed to 

Medicaid for services authorized by DCS that are Medicaid eligible. For services that are 

not covered by Medicaid but are authorized by DCS, DCS will pay through a contract with 

the provider. When DCS makes a referral for BH services, the referred counseling units will 

include both Medicaid billable units and DCS billable units. DCS will only pay for 

counseling sessions that are denied by Medicaid. The referred units should not be 

interpreted to limit the amount of units billed to Medicaid, but serve as a cap as to what can 

be billed to DCS. DCS will also refer units, for billing to DCS without first billing Medicaid, 

for when the therapist is requested by DCS to write court reports and attend child and 

family team meetings and court. 

P A Y M E N T S  B Y  

C P A
11

 

I N F A N T – 4  

Y E A R S  

5 – 1 3   

Y E A R S  

1 4 – 1 8   

Y E A R S  

Foster Care (maintenance) $  19.49  $  21.17  $  24.42  

Foster Care with services $  27.26  $  28.94  $  32.19  

Therapeutic Foster Care $  39.40  $  41.08  $  44.33  

Therapeutic Plus $  63.15  $  64.83  $  68.08  

 

The CPA is required to first bill Medicaid for the Medicaid eligible referred services and 

request Prior Authorization (PA). If the initial 20 Medicaid units are used and PA is denied, 

the provider can bill DCS if the number of units on the referral has not been maximized by 

Medicaid billings. The number of units listed on the referral will last the length of the 

                                                

11
 Each CPA is required to pay its foster parents at least the amount set forth above. If a CPA chooses to pay its foster 

parents at a higher rate it may do so, but those costs cannot be passed on to DCF. DCF will set CPA rates on a calendar 

year basis. At the beginning of each calendar year, DCF will have a public comment period and a public hearing to discuss 

the rate setting methodology for that year. The public comment period and the public hearing will be held prior to cost 

report training. 
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ICPR19. Note: If a PA is initially denied and later there are changed circumstances 

involving the child that would necessitate medically necessary BH (e.g., a critical case 

juncture), the CPA is expected to request another PA from Medicaid. If the child is not 

Medicaid eligible and if private insurance is not available or does not cover the costs of 

services or treatment, BH costs that are referred by DCS shall be billed to DCS through a 

contract with DCS. 

Probation youth will be paid the rate corresponding to that of the therapeutic category of 

supervision until there is a probation approved assessment tool. The only exception is if 

the Probation youth is seen by a Community Mental Health Center which conducts CANS. 

M E D I C A I D  

Not applicable; CPA or other BH providers bill Medicaid for covered BH, not TFC, services 

provided to children in foster care. 

 

M A S S A C H U S E T T S :  I N T E N S I V E  F O S T E R  C A R E  

C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Intensive Foster Care (IFC) 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Department of Children and Families (DCF) 

IFC: Programs that provide therapeutic services and supports in a family-based placement 

setting to children and youth, from birth through 22 years of age, for whom a traditional 

foster care environment is not sufficiently supportive; who are transitioning from a 

residential/group home level of care and require the intensity of services available through 

this program; or who are discharging from a hospital setting. Referred children and youth 

come from diverse cultural, linguistic, religious, ethnic, or racial backgrounds and have 

varying sexual or gender orientations. They may have a range of behavioral, cognitive, and 

mental health strengths and needs. With the appropriate program strengths, safety 

planning, and supports, this range for IFC could include children with fire-setting, sexual 

offending and sexual reactive behaviors, or various medical needs. Ideally, and when 

appropriate, children remain in their communities, attend their school of origin, maintain 

their social network, and continue contact with their families. Some are teenage mothers 

who need support and guidance with their parenting skills. Other models of IFC (i.e., IFC 

Other Models) that represent an array of service requirements and program designs may 

be specified by each purchasing governmental unit to meet the unique challenges that face 
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a specialized population of foster care children and youth.  

IFC Other Models: Service models designed to meet the unique challenges that face a 

specialized population of foster care children and youth. These models represent an array 

of service requirements and program designs specified by the purchasing governmental 

unit. 

IFC Level One Homes: Licensed foster homes with expertise sufficient to meet the needs 

of children and youth referred for non-specialized IFC. 

IFC Level Two Homes: Licensed foster homes with expertise compatible with IFC  

Level One where caregivers have additional applicable training and extensive previous 

foster home experience. 

A stipend is paid to the caregiver for providing personal care services to an eligible 

child/youth residing either in the caregiver’s home or in the child/youth’s own home. An 

operational service rate is paid separately from caregiver stipends and reflects the 

portion of the complete IFC services specified by the purchaser, including, but not limited 

to, therapeutic services contributing to successful placement for a child/youth. A teen 

parent rate is available for the placement of a teen and the teen’s child in an IFC home. 

The payment of the teen parent IFC rate is made only when both the teen and the teen’s 

child are in the care or custody of DCF. 

M E D I C A I D  

N/A 

Medical 

Necessity 

Criteria/ 

Program 

Eligibility 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

See Program Overview and Evidence-Based Practices Used 

M E D I C A I D  

N/A 

License/ 

Certification  

S T A N D A R D  F O S T E R  C A R E  

All families with whom DCF places children must be licensed, including those that are 

utilized on a temporary, short-term basis such as respite homes and visiting resources. 

Respite homes are licensed foster/pre-adoptive families who accept short-term, temporary 

placements of children in order to provide a break to the foster/pre-adoptive family with 

whom the child normally resides. Visiting resources are licensed foster/pre-adoptive 
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families with whom children are placed on a short-term basis such as during the vacation 

period of a community residential program. 

Licensing Study: The participation of each applicant in the completion of a 

comprehensive family assessment, the purpose of which is to determine that the family 

meets Department standards for licensing as a Department of Social Services (DSS) 

foster/pre-adoptive family. 

Length of time a license is valid before renewal is required, is two years. 

T R E A T M E N T / T H E R A P E U T I C  F O S T E R  C A R E  

Requires licensure as a standard foster home plus additional applicable training and 

extensive previous foster home experience based on the level of care required by the child.  

Role of County/ 

Child Placing 

Agency 

Foster care agencies are licensed placement agencies responsible for recruitment and 

approval of foster parents/homes to care for children in need of alternative placement. 

Under an agreement with the Executive Office of Health and Human Services, Early 

Education and Care, licenses foster care placement in Massachusetts. 

Placement agency is defined as “a department, agency, or institution of the 

Commonwealth, or any political subdivision thereof, or any organization incorporated under 

M.G.L. c. 180, one of whose principal purposes is providing custodial care and social 

services to children, which receives by agreement with a parent or guardian, by contract 

with a state agency or as a result of referral by a court of competent jurisdiction, any child 

under 18 years of age, for placement in family foster care or in a residential program, or for 

adoption.” See Placement Agency Regulations for additional description of roles and 

functions.  

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

After applying to become an adoptive or foster parent, individuals must complete a 

Massachusetts Approach to Partnership in Parenting (MAPP) training course. MAPP 

training is required for all persons seeking to provide foster care or adopt a child in 

Massachusetts. 

MAPP training is broken down into 3-hour classes occurring once or twice a week for 

several weeks, for a total of 30 hours of training. Some six hour sessions are held on 

weekends. Topics discussed in the MAPP program include: communication, positive 

discipline, child guidance and building self-esteem. 

http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=4&cad=rja&uact=8&ved=2ahUKEwjzxYyP-_7cAhXJxVkKHSVKA9MQFjADegQICBAC&url=http%3A%2F%2Fwww.eec.state.ma.us%2Fdocs%2Fplacement_regs.pdf&usg=AOvVaw1yCscuHYPrLLQcOnlhsOMp
https://www.mass.gov/how-to/mapp-training
https://www.mass.gov/how-to/mapp-training
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Intensive Foster Care Training 

IFC parents receive MAPP training and participate in the home study process to ready their 

home for the placement of a child. MAPP training is broken down into three-hour classes 

occurring once or twice a week for several weeks, for a total of 30 hours of training. MAPP 

Training is offered both by the DCF and contracted adoption agencies. 

Topics discussed in the MAPP program include: communication, positive discipline, child 

guidance and building self-esteem. After MAPP training, a social worker from MAPP will 

visit the home of the prospective foster family, check personal references, and write a 

license study that describes the family and any characteristics that might make a child an 

especially good fit for the home, including personality, background, and emotional or 

physical needs. 

M E D I C A I D  

N/A 

Evidence-Based 

Practices Used 

(if applicable) 

Child Home-Based Rehabilitation: An IFC Other Model that provides IFC placement, and 

specialized IFC services for children with problem sexualized behavior and sexually 

abusive youth. In addition to placement in specially trained, IFC homes, youth receive 

intensive case management, clinical, psychiatric, psychopharmacological, health care, 

educational, and recreational services supported by 24-hour-a-day, seven-day-a-week 

emergency coverage. 

 

Emergency Shelter Homes: An IFC Other Model that provides IFC placement for children 

from birth through 22 years of age for duration not to exceed 45 days. IFC emergency 

foster care providers are responsible for facilitating emergency health care, emergency 

school placement, intensive family work to support reunification and collaboration with 

community providers that have pre-existing relationships with youth placed. 

Multiple Acute A: An IFC Other Model consisting of TFC providing placement services 

that meet a combination of substantial medical, psychiatric, and cognitive needs of youth 

and their families. The placement population is more challenging than the children typically 

placed into IFC. It provides placement supports and family services that are specially 

designed to meet the complex challenges of children who have been abused and 

neglected and present with cognitive and physical impairments. Children and youth may 

also exhibit one or both of the following: a range of behavioral or emotional needs; or a 

wide range of disabilities including developmental disabilities, psychiatric disorders, chronic 
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C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Intense Foster Family Care 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

The Intense Service Level consists of a high degree of structure, preferably in a family, to 

limit the child's access to environments, as necessary to protect the child. The caregivers 

have specialized training to provide intense therapeutic and habilitative supports and 

interventions with limited outside access, including: 24-hour supervision to ensure the 

child's safety and sense of security, which includes frequent one-to-one monitoring and the 

ability to provide immediate on-site response; affection, reassurance, and involvement in 

therapeutic activities appropriate to the child's age and development to promote the child's 

well-being; contact, in a manner that is in the child’s best interest, with family members and 

other persons significant to the child in order to maintain a sense of identity and culture; 

therapeutic, habilitative, and medical intervention and guidance that is frequently 

scheduled and professionally designed and supervised to help the child achieve 

functioning more appropriate to the child's age and development; and consistent and 

frequent attention, direction, and assistance to help the child achieve stabilization and 

connect appropriately with the child's environment.  

In addition to the description above, a child with developmental delays or intellectual 

disabilities needs professionally directed, designed, and monitored interventions to 

enhance: mobility; communication; sensory, motor and cognitive development; and self-

help skills. A child with primary medical or habilitative needs requires frequent and 

consistent interventions. The child may be dependent on people or technology for 

accommodation and require interventions designed, monitored or approved by an 

appropriately constituted interdisciplinary team. 

M E D I C A I D  

The Texas STAR Health Contract, the Medicaid MCO responsible for children in the foster 

care and other systems, does not describe requirements for TFC services or programs.  

Medical 

Necessity 

Criteria/ 

Program 

Eligibility 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Children who need intense services and have severe problems in one or more areas of 

functioning that present an imminent and critical danger of harm to self or others, such as: 

behaviors that include: extreme physical aggression that causes harm, recurring major 

self-injurious actions, including suicide attempts, other difficulties that present a critical risk 

of harm to self or others, or severely impaired reality-testing, communication skills, 

cognition, expressions of affect, or personal hygiene; abuse of alcohol, drugs, or other 

conscious-altering substances that involves a primary diagnosis of substance dependency 
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in addition to being extremely aggressive or self-destructive to the point of causing harm; 

developmental delays or intellectual disabilities marked by: impairments so severe in 

conceptual, social, and practical adaptive skills that the child's ability to actively participate 

in the program is limited and requires constant one-to-one supervision for the safety of self 

or others, or a consistent inability to cooperate in self-care while requiring constant one to 

one supervision for the safety of self or others; or primary medical or habilitative needs that 

present an imminent and critical medical risk and require assistance with: frequent acute 

exacerbations and chronic, intensive interventions related to the diagnosed medical 

condition, inability to perform daily living or self-care skills or 24-hour on site medical 

supervision to sustain life support. 

The provider arranges for or ensures: the same medical and dental services that are 

required at the Specialized Service Level; a written plan, agreement, or contract with 

medical personnel to provide 24-hour, on-call medical, nursing and psychiatric services 

based on the child's needs identified in the child's service plan. The plan or agreement for 

medical, nursing and psychiatric services shall include provisions for timely access to 

services in emergencies. The plan or agreement must also be sufficient to ensure 

appropriate monitoring of chronic illnesses; and services, as appropriate, for a child with 

developmental disabilities, intellectual disabilities, or primary medical or habilitative needs, 

including: 24-hour medical or nursing supervision, 24-hour availability of nursing, medical, 

and psychiatric services, and one-to-one supervision while medical and dental services are 

being provided. 

M E D I C A I D  

The Texas STAR Health Contract, the Medicaid MCO responsible for children in the foster 

care and other systems, does not describe requirements for TFC services or programs. 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

Standard Foster Care 

Independent family foster families must receive a license pursuant to standards of the 

Department of Family and Protective Services. An initial license is described in guidance 

documents, but no additional information regarding the duration of licensure was identified 

in online materials.  

Treatment/Therapeutic Foster Care 

No additional training identified. See Program Overview.  

Role of County/ 

Child Placing 

Minimum Standards for Child Placing Agencies set forth the rules that apply to child-

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=2ahUKEwiM_PaShp_dAhXIJt8KHQe3DhYQFjAAegQIAhAC&url=https%3A%2F%2Fwww.dfps.state.tx.us%2FChild_Care%2Fdocuments%2FStandards_and_Regulations%2F749_CPA.pdf&usg=AOvVaw0tRCEQTwzFbSkdAWNz1VsC
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Agency placing agencies. 

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

Foster parents must receive two hours of pre-service training before a child can be place in 

their care. Twenty hours of annual training is required and must include:  

• One hour of training on prevention, recognition, and reporting on child abuse and 

neglect. This requirement does not apply to executive directors; 

• Two hours of training specific to trauma informed care; 

• Two hours of training specific to normalcy; and 

• Two hours of transportation safety training if the person transports a child placed in a 

foster group home whose chronological or developmental age is younger than nine 

years old. 

Child placing agencies may also establish additional training requirements.  

Agency Staff Training 

In addition to the training requirements at the Moderate Service Level, new caregivers 

without previous experience in residential childcare may not be assigned sole responsibility 

for any child until the new caregiver has been supervised for at least 40 hours while 

conducting direct childcare duties. An experienced caregiver must be physically available 

to each new caregiver at all times, until the new caregiver acquires the supervised 

experience. The provider must document the supervised childcare experience of every 

caregiver who provides direct care to children. All caregivers, except caregivers in foster 

homes verified by child-placing agencies, must receive 50 hours of training each year. 

Caregivers in foster homes verified by child-placing agencies must meet the following 

requirements: For homes with two or more caregivers, each caregiver must receive at least 

30 hours of training. For homes with one caregiver, the caregiver must receive at least 50 

hours of training. 

M E D I C A I D  

The Texas STAR Health Contract, the Medicaid MCO responsible for children in the foster 

care and other systems, does not describe requirements for TFC services or programs. 

Evidence-Based 

Practices Used 

(if applicable) 

No state-level evidence-based practice model was identified in online materials. Each child 

placing agency may establish their own criteria.  
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Required 

Interventions/ 

Program 

Elements 

See Program Overview. 

Medicaid 

Delivery 

System
26

 

Delivery System for SMI/SED  Delivery System for Foster Care 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☐ BH benefit 

managed FFS 

☒ BH benefit 

managed by MCO or 

PIHP 

☐ BH benefit for 

children in foster 

care managed FFS 

☒ BH benefit for 

children in foster 

care managed by 

MCO or PIHP 

Financing 

Sources for TFC 

Services 

☒ IV-E ☒ 

Medicaid 

Treatment 

(including 

TCM) 

☐ Medicaid 

Administrative 

☒ State 

General 

Fund 

☐ County ☐ Other 

Medicaid 

Provider of TFC 

Services (if 

applicable) 

☐ State/ 

County 

Children’s 

Agency 

☒ Child 

Placing 

Agency 

☐ Foster 

Parent 

☐ BH 

Services 

Organization/

Clinician 

☐ Waiver 

Case 

Management 

Entity 

☐ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

Services (if 

applicable) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

The state created an Intense Plus level primarily for facilities serving high needs children. 

In addition, there is an Intense wrap service that is offered, but offered by an agency to a 

family. Intense wrap services are not ones that the foster parent can provide him or herself 

and receive reimbursement. 

• Child Placing Agency: 

– Daily Rate = $186.42 

– IV-E Allowable Rate: = $86.78 

                                                

26
 On April 1, 2008, the Health and Human Services Commission launched the STAR Health Foster Care program as the 

first comprehensive health and medical network for children who are in the state’s foster care system. The goal is to give 

children health care services that are coordinated, comprehensive, easy to find and uninterrupted when the child moves. 

The MCO must provide or arrange for the delivery of all Medically Necessary community-based, rehabilitative and 

inpatient hospital BH Services. BH services include covered services for the treatment of mental, emotional or clinical 

dependency disorders. 
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M E D I C A I D  

Unable to identify Medicaid payment related to TFC. 

 

V I R G I N I A :  T R E A T M E N T  F O S T E R  C A R E  

C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Treatment Foster Care 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Treatment Foster Care means a community-based program where services are designed 

to address the special needs of children. Services to the children are delivered primarily by 

treatment foster parents who are trained, supervised and supported by agency staff. 

Treatment is primarily foster family-based and is planned and delivered by a treatment 

team. Treatment foster care focuses on a continuity of services, is goal-directed and results 

oriented and emphasizes permanency planning for the child in care. The term “special 

needs‟ in this definition refers to the child’s emotional, behavioral, educational, nutritional 

and medical needs. 

The State of Virginia uses Intensive Care Coordination (ICC) and the High Fidelity 

Wraparound (HFW) Model
27

 for youth with challenging BH issues and who are at-risk of 

out-of-home placement. The HFW is based on the following principles: 

• Individualized and family and youth driven services 

• Strengths-based practice 

• Reliance on natural supports and building self-efficacy 

• Team-based practice 

• Outcomes-based service planning 

• Cultural and linguistic competence 

The model uses a short-term crisis stabilization plan and then more long-term planning 

based on an assessment of the child’s strengths and needs. ICC/HFW is a team-oriented 

approach that seeks to engage the youth, build on family strengths and integrate planning. 

That differs from both a traditional clinical service and traditional case management. 

External evaluation has validated the efficacy of this model. Evaluation of a similar 

                                                

27
 Meeting the Needs of High Needs Children in the Texas Child Welfare System, The Stephen Group, November 2015. 
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wraparound system in Maine has found as many as 82% were able to move to less 

restrictive environments after 18 months compared to 38% of the comparison group.  

M E D I C A I D  

N/A 

Medical 

Necessity 

Criteria/ 

Program 

Eligibility 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

To meet criteria for TFC, children/youth must meet all three of the following conditions: 

1. Children in foster care under the age of 21. 

2. Children experiencing a behavioral disorder or emotional disturbance. 

3. A Family Assessment and Planning Team (FAPT) referral: 

A. The FAPT is a multidisciplinary team that considers the needs and strengths of 

youths and families, identifies and reviews the service plan, and makes 

recommendations to ensure the plan builds on the family’s strengths and needs. 

B. The FAPT consists of parent representatives, private providers, and staff from DHS 

(includes Behavioral Health, Physical Health and social services), court service 

units and schools.  

Treatment foster care is indicated when a child/youth meets the following criteria:  

1. CANs indicates the appropriateness of an intensive level of care (e.g., emotional/ 

behavioral needs, risk behaviors, etc.), and
28

 

2. Virginia Enhanced Maintenance Assessment Tool (VEMAT) indicates the need for a 

high-level of daily supervision. Enhanced maintenance payments are available when a 

child has a clearly-defined need that requires the parent to provide increased support 

and supervision due to the child’s behavioral, emotional or physical/personal care 

requirements. Title IV-E and state funds shall only be claimed for enhanced 

maintenance payments when the Local Department of Social Services (LDSS) uses 

the VEMAT to determine the need for and amount of enhanced maintenance. The 

VEMAT shall be used by the LDSS for any child placed in TFC homes. 

Treatment foster care must be recommended by the FAPT/Multi-Disciplinary Team and 

included in the Individual and Family Support Program. Procedures for emergency 

placement must be followed. 

NOTE: When placing sibling groups, levels of service must be matched to the individual 

                                                

28
 Guidelines for the Use of Treatment Foster Care Under the Comprehensive Services Act, State Executive Council for 

The Comprehensive Services Act, Adopted April 18, 2012. 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=2ahUKEwjE09WJtoPdAhWro1kKHQwsBQQQFjAAegQIABAC&url=https%3A%2F%2Fwww.dss.virginia.gov%2Ffiles%2Fdivision%2Fdfs%2Ffc%2Fintro_page%2Fforms%2F032-04-0049-05-eng.pdf&usg=AOvVaw0KIgVZxvAoWbt9wM-tevI1
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needs of each individual child. 

Treatment Foster Care Levels 1, 2 and 3 represent ongoing treatment placement levels, 

with Level 1 representing the lowest treatment needs, Level 2 moderate treatment needs 

and Level 3 significant treatment needs. 

• Level 1 Treatment Foster Care: The needs of a child served at Level 1 ongoing 

treatment foster care require monitoring or the Licensed Child-Placing Agency may 

need to provide services to lessen the likelihood that identified needs will become more 

acute or return after being “resolved”. Children served at Level 1 will typically 

demonstrate a relatively low level of social/ emotional/behavioral/medical/personal care 

needs or impairment for normal range of age and development. Areas of need may 

include but not be limited to, depression, anxiety, impulsivity, hyperactivity, anger 

control, adjustment to trauma, oppositional, substance use, eating disorder, physical 

health condition, developmental delay or intellectual disability. 

• Level 2 Treatment Foster Care: The needs of a child served at Level 2 ongoing 
treatment foster care require that significant action (interventions, services, supports, 
etc.) be taken to address, remedy or ameliorate the identified needs. Children served 
at Level 2 will typically demonstrate a relatively moderate level of social/emotional/ 
behavioral/ medical/personal care needs or impairment for normal range of age and 
development. Areas of need may include but not be limited to, depression, anxiety, 
impulsivity, hyperactivity, anger control, adjustment to trauma, oppositional, substance 
use, eating disorder, physical health condition, developmental delay or intellectual 
disability. 

• Level 3 Treatment Foster Care: The needs of a child served at Level 3 ongoing 
treatment foster care are of such acuity or severity that they require intensive action 
(interventions, services, supports, etc.) be taken to address, remedy or ameliorate the 
needs. Without such intervention the child may be at-risk of residential placement. 
Children served at Level 3 will demonstrate a high-level of social/emotional/behavioral/ 
medical/personal care needs or impairment for normal range of age and development. 
Areas of need may include but not be limited to, depression, anxiety, impulsivity, 
hyperactivity, anger control, adjustment to trauma, oppositional, substance use, eating 
disorder, physical health condition, developmental delay or intellectual disability.  

M E D I C A I D  

N/A 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

S T A N D A R D  F O S T E R  C A R E  

Foster parents are approved DSS to provide 24-hour foster care services. No more than 

eight children can be in the provider’s home unless a variance is granted. 

T R E A T M E N T / T H E R A P E U T I C  F O S T E R  C A R E  

TFC parents are approved by the licensed or certified child-placing agency and trained to 
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provide treatment foster care services. 

Role of County/ 

Child Placing 

Agency 

Licensed child-placing agencies operate within standards and guidelines that describe their 

roles and functions.  

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

Foster parents receive pre-service training. Certain curricula have been verified to meet the 

required competencies: Parent Resources for Information, Development and Education 

(PRIDE), Model Approach to Partnerships in Parenting (MAPP), and Parents as Tender 

Healers (PATH). The Department supports PRIDE as the preferred curriculum. All other 

curricula must be approved by the Virginia DSS in order to satisfy the pre-service 

requirement. 

Pre-service training must address, but not be limited to, the following core competencies 

described in full in the Local Department Resource, Foster, And Adoptive Family Home 

Approval Guidance. Additional training areas are also required to be included in pre-service 

training and specified in the Guidance. In-service training is an annual requirement and 

families should be surveyed no less than annually to determine training needs.  

TFC Training 

TFC parents are approved by the licensed or certified child-placing agency and trained to 

provide treatment foster care services. 

M E D I C A I D  

N/A 

Evidence-Based 

Practices Used 

(if applicable) 

See Provider Qualifications and Training. 

Required 

Interventions/ 

Program 

Elements 

Agency Responsibilities and Services: comprehensive assessment of the child's 

emotional, social, behavioral, educational, nutritional, developmental, medical, psychiatric 

and dental needs; develop and implement an individualized service plan; prescribe levels 

of care, specify minimum training requirements for all treatment foster care parents 

including the minimum number of hours and content; actively support the family 

engagement policy of the placing locality; provide additional training to each professional 

staff person who has responsibility to work with children and their families or to supervise 

staff persons who work with children and their families. In addition, the child placing agency 

must provide training, support, and guidance to foster families in implementing the 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=2ahUKEwjJuprwtoPdAhWtuFkKHXGUBokQFjAAegQIABAC&url=https%3A%2F%2Fwww.dss.virginia.gov%2Ffiles%2Fdivision%2Flicensing%2Flcpa%2Fintro_page%2Fcode_regulations%2Fregulations%2Fstandards_for_licensed_cpa.pdf&usg=AOvVaw2DCdKOdlysbzwcTOVVnkJj
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=2ahUKEwipp4nduoPdAhUCvFkKHcXMCVkQFjAAegQICBAC&url=https%3A%2F%2Fdss.virginia.gov%2Ffiles%2Fdivision%2Fdfs%2Ffc%2Fintro_page%2Fguidance_manuals%2Fother%2Fgudiance_2_13.pdf&usg=AOvVaw2LqnILhsoECF2Jovx0ZrnF
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=2ahUKEwipp4nduoPdAhUCvFkKHcXMCVkQFjAAegQICBAC&url=https%3A%2F%2Fdss.virginia.gov%2Ffiles%2Fdivision%2Fdfs%2Ffc%2Fintro_page%2Fguidance_manuals%2Fother%2Fgudiance_2_13.pdf&usg=AOvVaw2LqnILhsoECF2Jovx0ZrnF
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treatment and service plan for the child; provide or arrange for the child to receive 

recommended or identified clinical services including, but not limited to, psychiatric, 

psychological, and medication management services; and assure that a professional 

qualified staff person provides leadership to the treatment team. 

An additional responsibility is the provision of Treatment Foster Care Case Management, a 

component of treatment foster care through which a case manager provides treatment 

planning, monitors the treatment plan, and links the child to other community resources as 

necessary to address the special identified needs of the child. Treatment Foster Care Case 

Management focuses on a continuity of services that is goal-directed and results-oriented. 

The provision of services will vary for each child based on that child’s specific needs and 

the identified level of care. 

Non-Covered Services Activities: Permanency planning and other activities performed 

by foster care workers shall not be considered covered services and shall not be 

reimbursed. 

Medicaid 

Delivery System 

Delivery System for SMI/SED  Delivery System for Foster Care 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☐ BH benefit 

managed FFS 

☒ BH benefit 

managed by MCO or 

PIHP 

☐ BH benefit for 

children in foster 

care managed FFS 

☒ BH benefit for 

children in foster 

care managed by 

MCO or PIHP
29

 

Financing 

Sources for 

TFC
30

 Services 

☒ IV-E ☒ Medicaid 

Treatment 

(including 

TCM) 

☐ Medicaid 

Administrative 

☐ State 

General Fund 

☐ County ☐ Other 

                                                

29
 TFC Case Management is a non-traditional service which is covered through Magellan. All traditional BH services are 

covered through the MCO. 

30
 Financing for Treatment Foster Care: 

S E R V I C E  L E V E L  1  T F C  L E V E L  2  T F C  L E V E L  3  T F C  

Foster Care Maintenance IV-E/CSA IV-E/CSA IV-E/CSA 

Enhanced Maintenance Per VEMAT, IV-E/CSA Per VEMAT, IV-E/CSA Per VEMAT, IV-E/CSA 
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Medicaid 

Provider of TFC 

Services (if 

applicable) 

☐ State/ 

County 

Children’s 

Agency 

☒ Child 

Placing 

Agency 

☐ Foster 

Parent 

☐ BH 

Services 

Organization/

Clinician 

☐ Waiver 

Case 

Management 

Entity 

☐ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

Services (if 

applicable) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Maintenance Payment Rates: 

A G E  O F  

C H I L D  

T O T A L  

P A Y M E N T  R A T E  

0–4 $   471.00 

5–12 $   552.00 

13 and over $   700.00 

 
 

M E D I C A I D  

TFC Case Management: The service limit is 1 unit = 1 calendar month. The monthly rate 

is $326.50/unit. 

 

W A S H I N G T O N :  T R E A T M E N T  F O S T E R  C A R E  

C A T E G O R Y  D E S C R I P T I O N  

Service Title/ 

Program Name 

Treatment Foster Care 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

TFC is provided directly through the Department of Children and Family Services (DCFS) 

licensed foster homes and by contract or agreement with other agencies. There are four 

levels of foster care based on the age of the child; the behavioral, emotional, physical and 

mental health needs of the child; and the foster parents’ ability to meet those needs. Within 

those levels are three different age categories; 0–5; 6–11; and 12 and older.
31

 

                                                                                                                                                              

Support/Supervision CSA CSA CSA 

TFC Case Management Medicaid*/CSA *Medicaid/CSA *Medicaid/CSA
30

 

 

31
 A Foster Parent Guide to Foster Care Rate Assessment, DSHS Children’s Administration, January 2014 
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Level 1: Foster parents can meet the needs of these children within the timeframes of a 

typically developing child. 

Level 2: Children assessed at Level 2 most often have issues requiring more time and 

attention than those at Level 1, such as specific behavioral and emotional issues or 

intellectual challenges. 

Levels 3 and 4: Children assessed at Levels 3 and 4 comprise less than 5% of children in 

foster care. These children require a lot more time from the foster parent because of 

behavioral issues needing intervention; psychiatric issues; severe mental health disorders; 

ongoing drug/alcohol involvement; behaviors that require a safety plan; or behaviors that 

have resulted in a child being unable to stay in one home for very long, among others. 

Level 3 and 4 children often participate in more than one treatment program.
32

 

Out-of-home care providers, such as foster parents and staff of licensed group homes, are 

part of the professional team working to complete the permanency plan for the child and 

his or her family. (Other team members will vary by child but should include the social 

worker, a parent and relatives when possible, school district personnel, therapist and other 

concerned adults.) Care providers are expected to contribute to development of the child’s 

permanent plan and to engage in activities that support achieving the permanent plan.
33

 

Therapeutic or treatment foster homes are those licensed foster families that have been 

identified to care for extremely behaviorally/emotionally disturbed children who cannot 

function in a family home without specialized treatment and expertise.
34

 

TFC is provided directly through DSHS licensed foster homes and by contract or 

agreement with other agencies. These services do not include those accessed through 

Rehabilitative Treatment Services.
35

 

                                                

32
 Ibid. 

33
 Appendix D, Behavior Management Guidelines, Department of Social and Health Services Behavior Rehabilitation 

Services Contractor Handbook 

34
 Section 4532. Therapeutic or Treatment Foster Care 

35
 BRS is a temporary intensive wraparound support and treatment program for youth with high-level service needs. BRS 

is used to stabilize youth (in-home or out-of-home) and assist in achieving their permanent plan. BRS services are 

intended to: safely keep youth in their own homes with wraparound supports to the family, safely reunify or achieve 

alternative permanency more quickly, safely meet the needs of youth in family-based care to prevent the need for 
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• Treatment foster homes are limited to no more than six children, per the minimum. 

• Each treatment foster home must operate within the capacity stated in its license. 

• Treatment foster homes have no more than four of their own minor children or 

non-TFC children, in the home. 

• No more than three TFC foster children are placed in a foster home at one time, unless 

a sibling group is to be placed together or there is a therapeutic basis for the 

placement of more than three children in the home. All placements in excess of three 

TFC children must have the approval of the CA Regional Administrator, or designee.  

M E D I C A I D  

N/A 

Medical 

Necessity 

Criteria/ 

Program 

Eligibility 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Eligibility is determined, in accordance with regional procedures, following assessment of 

service and placement options. 

M E D I C A I D  

N/A 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

Standard Foster Care 

To be considered for a foster care license, an applicant must: be at least 21 years of age; 

have sufficient income to support themselves without relying on foster care payments; 

discipline children in a positive manner without the use of physical punishment; provide 

supervision appropriate to the age or specific behavior of the child as outlined by the social 

worker; and complete training (i.e., First Aid/CPR, Blood Borne Pathogens, Licensing 

Orientation, and Pre-service Training).
36

 

Licenses are valid for a three-year period.  

Therapeutic Foster Care 

Licensed foster families identified to care for extremely behaviorally/emotionally disturbed 

children who cannot function in a family home without specialized treatment and expertise. 

Therapeutic foster parents have specialized skills in managing these children. Often these 

                                                                                                                                                              

placement into a more restrictive setting, and safely reduce length of service by transitioning youth to a permanent home 

or less intensive service. 

36
 Becoming a Foster Parent, DSHS website at https://www.dshs.wa.gov/CA/fos/becoming-a-foster-parent  

https://www.dshs.wa.gov/CA/fos/becoming-a-foster-parent
https://www.dshs.wa.gov/CA/fos/becoming-a-foster-parent
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homes have a pre-determined, designated intensive "package" of services that are 

delivered to every child placed in the therapeutic foster home.  

Role of County/ 

Child Placing 

Agency 

Responsibilities of the CPA are contained in Minimum Licensing Requirement for Child 

Placing Agencies.  

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Foster Parent Training 

Foster parent training requirements: 

• Orientation: in-person or online. 

• Pre-Service training: 24-hours and a CPR course. 

• Ongoing training: Annual training (36 hours during first three-year licensing period;  

30 hours during second three-year licensing period; and 24-hours during all 

subsequent three-year licensing periods.  

Foster parents shall complete all Division of Licensed Resources (DLR) required foster 

parent trainings before placement of children in the home. The contractor shall develop, 

monitor, and annually assess training plans for treatment foster parents. Each foster parent 

must obtain 30 hours of training annually. Foster parents may not carry over excessive 

training hours to the next period. Topics offered may be based on foster parents’ needs for 

skill development, and the issues of the children they are serving. Foster parents are 

required to take Medication Management training. Prior to placing a sexually aggressive 

youth (SAY) or physically aggressive assaultive youth (PAAY) with a foster parent(s), that 

foster parent(s) shall have specific training to address the safety and supervision of SAY or 

PAAY youth. This training can be obtained through DLR in a classroom setting, online or 

by the Contractor using a DVD provided upon request. Online trainings can be accessed 

at: http://allianceforchildwelfare.org/content/training-videos. The contractor shall provide 

monthly meetings for informal support and training for foster parents. 

M E D I C A I D  

N/A 

Evidence-Based 

Practices Used 

(if applicable) 

See course catalog for in-service, foundation and focused training topics. Training is 

organized according to relevance for caregivers, support staff, social workers and 

supervisors. 

Required 

Interventions/ 

Program 

Varies based on level of care and child-specific needs.  

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwiV4_-GnZ_dAhXITd8KHQusDUYQFjABegQICBAC&url=https%3A%2F%2Fwww.dcyf.wa.gov%2Fsites%2Fdefault%2Ffiles%2Fpdf%2FWAC-388-147.pdf&usg=AOvVaw27ZKprxohyHbG39mhh7IRm
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwiV4_-GnZ_dAhXITd8KHQusDUYQFjABegQICBAC&url=https%3A%2F%2Fwww.dcyf.wa.gov%2Fsites%2Fdefault%2Ffiles%2Fpdf%2FWAC-388-147.pdf&usg=AOvVaw27ZKprxohyHbG39mhh7IRm
http://allianceforchildwelfare.org/content/training-videos
http://www.alliancecatalog.org/course-catalog
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Elements 

Medicaid 

Delivery 

System
37

 

Delivery System for SMI/SED  Delivery System for Foster Care 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☐ BH benefit 

managed FFS 

☒ BH benefit 

managed by MCO or 

PIHP 

☐ BH benefit for 

children in foster 

care managed FFS 

☒ BH benefit for 

children in foster 

care managed by 

MCO or PIHP 

Financing 

Sources for TFC 

Services 

☒ IV-E ☒ 

Medicaid 

Treatment 

(including 

TCM) 

☐ Medicaid 

Administrative 

☒ State 

General 

Fund 

☐ County ☐ Other 

Medicaid 

Provider of TFC 

Services (if 

applicable) 

☐ State/ 

County 

Children’s 

Agency 

☐ Child 

Placing 

Agency 

☐ Foster 

Parent 

☒ BH 

Services 

Organization/

Clinician 

☐ Waiver 

Case 

Management 

Entity 

☐ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

Services (if 

applicable) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

The Foster Care Rate Reimbursement has four levels. These levels are based on the age 

of the child; the behavioral, emotional, physical and mental health needs of the child; and 

the foster parents’ ability to meet those needs. Within those levels are three different age 

categories: 0–5, 6–11 and 12 and older. The older the child, the higher the reimbursement 

rate, regardless of factors listed above. 

Level 1 is the basic amount of care provided to any child based on the child’s age, still 

recognizing each child has individual needs. 

Levels 2, 3 and 4 represent increased levels of non-routine caretaking provided by the 

foster parent. 

                                                

37
 Children in foster care (as well as former foster children ages 18–26) are eligible for enrollment under the Washington 

State Apple Health Foster Care MCO. Apple Health Foster Care plans are responsible for BH services. The contract 

describes eligible BH providers based on professional licensure and certification requirements being met. Neither foster 

families nor child placing agencies are listed as eligible providers of BH services.  
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“Non-routine caretaking” means the foster parents’ extra time and effort beyond typical 

care needed to meet a child’s additional needs. The definition is not directly based on a 

child’s diagnosis or condition, although that diagnosis or condition could create extra 

demands on the foster parent that can be reimbursed. 

S E R V I C E / L E V E L  R A T E  E F F E C T I V E  1 2 / 1 / 2 0 1 7  

CPA Foster Care Level 1 Age <6 $     562.00 

Age 6 through 11 $     683.00 

Age 12 or older $     703.00 

CPA Foster Care Level 2 $     177.92 

CPA Foster Care Level 3 $     523.51 

CPA Foster Care Level 4 $     802.30 

 

 

M E D I C A I D  

Treatment foster care services are not discussed in the Washington Apple Health Foster 

Care MCO Contract.  
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Service Title/ 

Program Name 

Treatment Foster Care (Moderate, Specialized, Exceptional) 

Program 

Overview  

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

Wisconsin Department of Children and Families 

Moderate Treatment Foster Care: Level 3 certification is considered moderate treatment 

foster care, which is foster care that can provide additional supervision and care to children 

with higher needs than those in basic foster care.
38

  

Specialized Treatment Foster Care: Level 4 certification is considered specialized 

treatment foster care, which is structured to meet the higher needs of children and often 

addresses specific population needs, such as teen parents or youth with sexually 

aggressive behaviors. 

Exceptional Treatment Foster Care: Level 5 certification is considered exceptional 

treatment foster care, and is also sometimes referred to as “shift-staffed” foster care. 

These foster homes have staff members who work in rotating shifts to care for the children. 

Level 5 foster homes are generally created to meet the needs of specific children who 

need care into adulthood and the home becomes the adult resource. 

M E D I C A I D  

Children’s Foster Homes and Treatment Foster Homes: A Children’s Foster Home is a 

family oriented residence operated by a person licensed under §48.62, of the Wisconsin 

Statutes, and DHS 56 of the Administrative Code as a Foster Home, or residences 

operated by a provider licensed under DHS 38 of the Administrative Code as a Treatment 

Foster Home. Children’s Foster Homes and Treatment Foster Homes provide care and 

maintenance for no more than four foster children, with exceptions for more children if the 

children in foster care are siblings. Services provided by these homes are for children who 

need support in one or more aspects of their lives including health care; personal care; 

supervision; behavior and social supports, daily living skills training and transportation. 

Medical 

Necessity 

Criteria/ 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

The level of care certification does not necessarily need to match the level of need of a 

child placed in the home. The CANs tool will help determine the type of service provision 

                                                

38
 Level 1 certification is reserved for child-specific licenses only. Level 2 foster care is referred to as basic foster care. 
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Program 

Eligibility 
needed to support a placement at a lower assessed level for a child. 

Per DCF 56.22. Assessment of needs and strengths, “a placing agency shall use a 

standardized assessment tool prescribed by the Department to assess the needs and 

strengths of a child placed or to be placed into a foster home and the needs of the child's 

foster parent. A placing agency may subcontract this responsibility.” 

M E D I C A I D  

Children's Long-Term Support (CLTS) Waiver
39

 participants must meet the functional and 

support needs criteria, as set forth in the CLTS Functional Screen, meet Medicaid financial 

                                                

39
 The overall purpose of Wisconsin’s CLTS Waiver Program is to provide necessary supports and services to children 

from birth through age 21 in the State of Wisconsin with significant disabilities who meet functional, Medicaid financial and 

non-financial requirements, and reside in allowable living situations within the community to prevent placement in an 

institutional setting. The CLTS Waiver Program is a component of Wisconsin’s support system for children with disabilities. 

The goal of the CLTS Waiver Program is to support children with substantial needs, as well as their parents/guardians, by 

delivering services to assure the child’s health, safety and welfare needs in an inclusive home and community setting. A 

key tenet of the CLTS Waiver Program is that children are best served within the context of their family and community. 

Wisconsin’s CLTS system is guided by the following vision and principles which were developed in collaboration with 

families, advocates, providers and waiver agencies: 

• The focus is on the child and his/her strengths and needs. 

• Children remain in the home with their families whenever possible. 

• Parents have a great capacity to care for their child with a disability if provided the supports they need. 

• The service system enhances the natural supports received from family, friends, neighbors and volunteers. 

• Quality service coordination supports culturally competent practices and innovative approaches to engaging children 

and families in their community. 

• Collaboration amongst interconnected support systems enhances the provision of quality care. 

The CLTS Waiver Program is operated by county waiver agencies, which are county government agencies that have the 

ability to levy taxes through both property and county sales tax processes.
39

 These funds, if utilized through the waivers, 

are transferred through intergovernmental transfer and tracked through the Data Warehouse and CARS (State of 

Wisconsin, Department of Health Services reporting system) and a county waiver agency must show adequate 

non-federal match in order to claim the federal financial participation. Wisconsin Statute 46.22 gives counties authority to 

levy taxes for social service expenditures. 

Wisconsin’s CLTS organizational structure supports families to meet these objectives by working collaboratively at all 

levels of the service system. The Secretary appoints members to the CLTS Council to provide guidance to the DHS, the 

State Medicaid Agency, regarding waiver program policy and procedure decisions. DHS has established statewide CLTS 

Waiver Program policies and procedures which are disseminated to county waiver agencies and providers through 
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and non-financial requirements, and reside in allowable living situations within the 

community. 

Allowable living situations within the community for participants include children who are 

living with their parents in the family’s private residence, whether owned or rented. 

Allowable living situations also include participants who are living in the home of a relative 

or guardian, including foster care providers. For CLTS Waiver participants who are 18 

years or older, an allowable living situation also includes an adult family home. 

License/ 

Certification  

L I C E N S U R E  T Y P E S  

DCF is responsible for licensing and monitoring foster care, kinship, group homes, 

residential care centers, shelter care and child placing agencies. There are three different 

ways to get licensed to be a foster parent in Wisconsin: through county, tribal or private 

agencies.  

Foster homes may be licensed for up to four children. A licensing agency may grant an 

exception to allow up to seven children in a Level 2 foster home only to accommodate a 

                                                                                                                                                              

manuals, numbered memos, websites and webinars. In addition, ongoing technical assistance, monitoring and oversight 

activities for county waiver agencies are completed by DHS assigned Children's Services Specialists and other state 

Medicaid Agency staff.  

DHS enters into contractual agreements with Wisconsin's county departments to act as the local agency responsible for 

operating the CLTS Waiver Program, which includes determining applicants’ program eligibility, authorizing covered 

waiver supports and services, conducting annual recertification’s and operating other long-term support programs that 

assist in meeting the needs of children and their families. These programs include early intervention services funded under 

the IDEA Part C and the state-funded Children’s Community Options Program. The county waiver agency authorizes 

family-centered services and supports based on the assessed need of each child and his or her family to ensure continued 

health, safety, inclusion in the community and ability to reside in the least restrictive setting. With the submission of this 

CLTS Waiver Program renewal, new services have been added to the benefit package to ensure the supports and 

services available for children and their families meet the current challenges parents face in raising children with 

disabilities in today’s environment. 

As CLTS Waiver services are coordinated as the payer of last resort with services that are covered under the IDEA Part B 

Special Education Program through Wisconsin’s Department of Public Instruction, and services covered under the 

Rehabilitation Act of 1973 through Wisconsin’s Department of Workforce Development’s Division of Rehabilitation, as well 

as coordination with the child’s private health insurance, and economic support programs, as applicable. DHS monitors 

the county waiver agencies’ compliance with the CLTS Waiver Program’s payer of last resort and COB requirements 

through a comprehensive quality management and review system. 
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sibling grouping. In order to exceed the limit of four children in a foster home, any 

additional child must be related to one of the initial four children placed in the home. 

Child Welfare Licenses are non-expiring but need to be continued every two years.  

S T A N D A R D  F O S T E R  C A R E  

Also see certification requirements for Levels 3, 4 and 5.  

T R E A T M E N T / T H E R A P E U T I C  F O S T E R  C A R E  

Also see certification requirements for Levels 3, 4 and 5. 

Role of County/ 

Child Placing 

Agency 

Child Placing Agencies are licensed by DCF to place children in foster and adoptive 

homes, as well as group homes. Child Placing Agencies may license their own foster 

homes. Also see Wisconsin Admin Code – Child Placing Agencies. 

Provider 

Qualifications 

and Training 

(Including 

Notable 

Curriculum 

Details If 

Available) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

All foster parents are given a level of care certification during the foster care licensing 

process based on meeting qualifications, training, foster parent references and foster 

parent experience. 

There are five levels of care: each level of care certification has a specific number of 

training hours, personal references and experience requirements. Training is necessary to 

prepare foster parents and help them to continue to develop as a foster parent:  

• Level 3 applicants must submit three favorable references from non-related individuals 

and one favorable reference from a relative, preferably an adult child. Level 3 foster 

parents are also required to meet three of the prior experience requirements: A 

minimum of one year of experience as a foster parent or kinship care provider (with a 

child placed in the home for at least one year); a minimum of five years of experience 

working with or parenting children; a minimum of 500 hours of experience as a respite 

care provider; a high school diploma or the equivalent; a college, vocational, or 

technical advanced degree in an area related to a child’s treatment needs such as 

nursing, medicine, social work, or psychology; a previous existing relationship with the 

child through professional or personal experience; or work or personal experience 

demonstrating the knowledge, skills, ability, and motivation to meet the needs of a 

child with a level of need of 3. 

• Level 4 applicants must submit three favorable references from non-related individuals 

and one favorable reference from a relative, preferably an adult child. Level 4 foster 

parents are also required to meet four of the prior experience requirements: a minimum 

of one year of experience with children who have a level of need of 3 as a foster parent 

or kinship care provider; a minimum of five years of experience working with or 

parenting children; a minimum of 500 hours of experience as a respite care provider; a 

https://dcf.wisconsin.gov/files/publications/pdf/4089.pdf
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high school diploma or equivalent; a college, vocational, or technical advanced degree 

in an area related to a child’s treatment needs, such as nursing, medicine, social work, 

or psychology; a previous existing relationship with the child through professional or 

personal experience; work or personal experience demonstrating the knowledge, skills, 

ability, and motivation to meet the needs of a child with a level of need of 3. 

• Level 5 is considered exceptional treatment foster care, and is also sometimes referred 

to as “shift-staffed” foster care. These foster homes have staff members who work in 

rotating shifts to care for the children. Level 5 foster homes are generally created to 

meet the needs of specific children who need care into adulthood and the home 

becomes the adult resource. All Level 5 foster homes must receive prior approval from 

the DCF Exceptions Panel. 

Foster Parent Training
40

 

 P R E - P L A C E M E N T  I N I T I A L  O N G O I N G  

Level 2 6 36 36 

+ 4 child-specific 

Level 3 30 24 24 

+6 child-specific 

Level 4 10 18 24 

 

 

                                                

40
 Also see https://dcf.wisconsin.gov/fostercare/training and 

http://docs.legis.wisconsin.gov/code/admin_code/dcf/021_099/56/14  

https://dcf.wisconsin.gov/fostercare/training
http://docs.legis.wisconsin.gov/code/admin_code/dcf/021_099/56/14
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M E D I C A I D  

Medicaid requirements cross reference to Children’s Services Agency training 

requirements.  

Individual — Individual Family Foster Provider: (§48.62, Wisconsin Statutes, DCF 56, 

Administrative Code) All foster care providers must have specialized training related to the 

child’s unique needs in order to effectively address the needs of each child served in a 

particular home and to ensure the child's health, safety and welfare. If these unique needs 

are generally related to emotional and behavioral needs, then the foster care provider must 

have training specific to the child’s needs and specific psychiatric/behavioral treatment 

plan. If these unique needs are generally related to physical, medical and personal care 

the provider is responsible for implementing specific activities or treatments as outlined in a 

medical plan of care. 

Agency — Level 5 Exceptional Foster Home: (§48.62, Wisconsin Statutes, DCF 56, 

Administrative Code) All foster home providers must have specialized training related to 

the child’s unique needs in order to effectively address the needs of each child served in a 

particular home and to ensure the child's health, safety and welfare. If these unique needs 

are generally related to emotional and behavioral needs, then the foster home provider 

must have training specific to the child’s needs and specific psychiatric/behavioral 

treatment plan. If these unique needs are generally related to physical, medical and 

personal care the provider is responsible for implementing specific activities or treatments 

as outlined in a medical plan of care. 

Evidence-Based 

Practices Used 

(if applicable) 

No specific program model is identified at the state level. Foster Parent Training 

requirements, discussed below, are at https://dcf.wisconsin.gov/fostercare/training. 

Required 

Interventions/ 

Program 

Elements 

M E D I C A I D  

Individual — Individual Family Foster Provider: If the child’s unique needs are generally 

related to physical, medical and personal care the provider is responsible for implementing 

specific activities or treatments as outlined in a medical plan of care. 

Agency — Level 5 Exceptional Foster Home: If child’s unique needs are generally 

related to physical, medical and personal care the provider is responsible for implementing 

specific activities or treatments as outlined in a medical plan of care.  

 

 

https://dcf.wisconsin.gov/fostercare/training
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Medicaid 

Delivery 

System
41

 

Delivery System for SMI/SED  Delivery System for Foster Care 

☐ SED population in 

FFS system 

☒ SED population 

enrolled in managed 

care 

☐ Foster care 

population in FFS 

system 

☒ Foster care 

population enrolled 

in managed care 

☐ BH benefit 

managed FFS 

☒ BH benefit 

managed by MCO or 

PIHP 

☐ BH benefit for 

children in foster 

care managed FFS 

☒ BH benefit for 

children in foster 

care managed by 

MCO or PIHP 

Financing 

Sources for TFC 

Services 

☐ IV-E ☒ 

Medicaid 

Treatment 

(including 

TCM) 

☒ Medicaid 

Administrative 

☐ State 

General 

Fund 

☐ County ☐ Other 

Medicaid 

Provider of TFC 

Services (if 

applicable) 

☒ State/ 

County 

Children’s 

Agency 

☐ Child 

Placing 

Agency 

☐ Foster 

Parent 

☒ BH 

Services 

Organization/

Clinician 

☐ Waiver 

Case 

Management 

Entity 

☐ Not 

Applicable 

or Other 

Payment 

Methods and 

Rates for TFC 

Services (if 

applicable) 

S T A T E  C H I L D R E N ’ S  S E R V I C E S  A G E N C Y  

The Uniform Foster Care Rate (UFCR) is a standard scale of monthly payments to foster 

parents for the cost of caring for a foster child. Because the rate is based on the needs of 

each child, it may also include extra payments (called Supplemental and Exceptional Rate 

payments) in addition to a Basic Maintenance Rate. 

There are four parts of the UFCR: Basic Maintenance Rate, Supplemental Rate, 

Exceptional Rate and Initial Clothing Allowance. 

Within the first 30 days after a foster child is placed in a home, the foster parent and case 

worker will discuss whether the child may qualify for a Supplemental Rate payment. If the 

foster child has needs that require special care or supervision, the case worker will submit 

a description of the child's problems or characteristics. Evaluations from doctors, 

                                                

41
 Children in foster care are enrolled in one of three managed care program types: Children Come First (CCF), 

Wraparound Milwaukee4Kids. CCF is a program that coordinates care for youth who have a mental health challenge and 

are at-risk of being placed in an institutional setting. In 2014, Wisconsin received federal approval of Care4Kids, a new 

Alternative Benefit Plan under 1937 authority, to operate a medical home to provide benefits to foster children entitled. 

Care4Kids provides benefits to qualifying foster kids via a non-risk PIHP. Children in the Foster Care Medical Home 

Program, receive BH treatment services, including autism treatment, from the PIHP. 1915(c) Medicaid HCBS waiver for 

the CLTS Waiver Program for children from birth through age 21 years. 
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psychiatrists, therapists or other specialists may be included with the case worker's report. 

Using a point scale and all of the information regarding the child's emotional, behavioral 

and medical needs, the placing agency determines the level of care the child requires and 

identifies special needs of the child. The level of care and the identified special needs of 

the child establish the Supplemental Rate. 

The foster parent and case worker will review the foster child's progress at least every six 

months. At those reviews, the Supplemental Rate may be changed if the child's condition 

is changed.  

No monthly payment for the combined Basic Maintenance Rate, Supplemental Rate and 

Exceptional Rate may be above $2,000. 

If a child has extraordinary needs, the foster parent may receive an additional payment 

called an Exceptional Rate. This payment may be provided if the child's placement in a 

foster home allows the child to be released from a more restrictive setting or prevents the 

child's placement in such a setting. Only providers certified above a Level 1 can receive 

exceptional rates. 

 J A N U A R Y  2 0 1 8  J A N U A R Y  2 0 1 9  

Certified Level One $  238 $  244 

Certified Above Level 

One (by Age) 

0–4 $  394 0–4 $  404 

5–11 $  431 5–11 $  442 

12–14 $  490 12–14 $  502 

15–18 $  511 15–18 $  524 
 

M E D I C A I D  

Individual and Exceptional Foster Home services exclude the cost of room and board 

provided by the foster home provider. CLTS funding cannot supplant IV-E funding. 

• This service may not duplicate any service that is provided under another waiver 

service category. 

• Federal requirements prohibit the CLTS Waiver Program from funding any service that 

could be furnished under the EPSDT benefit, which provides comprehensive and 

preventive health care services for children under age 21 who are enrolled in Medicaid 

or the Medicaid State Plan services. The CLTS Waiver Program is also the payer of 

last resort and coordination of benefits (COBs) must occur with private health 

insurance, special education services funded under the Individuals with Disabilities 

Education Act (IDEA), or vocational rehabilitation services funded under Section 110, 
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as amended in 2014, of the Rehabilitation Act of 1973 (29 U.S.C. 730), and 

Wisconsin’s income maintenance programs, as appropriate, including Wisconsin 

Shares Child Care Subsidy Program, Wisconsin Home Energy Assistance Program, 

and FoodShare Wisconsin. Documentation must be maintained in the file of each 

CLTS Waiver participant demonstrating that the service does not supplant or duplicate 

supports or services that are otherwise available through one of these other funding 

sources. 



                   

 

 

         
 

 



                   

 

 

         
 

APPENDIX C 

A R I Z O N A  F O S T E R  F A M I L Y  T R E A T M E N T  A S S O C I A T I O N  ( A Z - F F T A )  

I N F O R M A N T  I N T E R V I E W  Q U E S T I O N S  

• It is our understanding that you put a packet of information together for AHCCCS which included 

an updated position paper and the FFTA best practices, uniform definition, and training 

proposal. Are you able to share this same packet of information with us and give us a high-level 

overview of what action has occurred as a result to date or what you would consider priority 

areas of focus? 

• It is our understanding that medical necessity criteria and decision making is not experienced as 

consistent across the Regional Behavioral Health Authorities (RBHAs). One area we are 

analyzing is medical necessity for Home Care Training to Home Care Client (HCTC). Can you 

share in more detail, examples specific to HCTC decisions being made through the RBHAs’ 

utilization review/utilization management units versus the Child and Family Team (CFT)? 

– It would be most helpful if you could share an example of when this goes smoothly as well 

as when there are barriers. 

• How are HCTC providers included in the CFT process and service plan? Please describe how 

communication and data sharing occurs as part of this process.  

 Can you please provide examples on when this worked well as well as when there have 

been barriers? 

 How is discharge planning occurring between the CFT and HCTC provider? 

 Are their variances between RBHAs? 

• Can you please share the current process and experience for becoming a licensed and trained 

HCTC provider? What is working? Where do barriers exist? 

 Are there any training tools or best practices out there or used in other states that FFTA is 

aware of?  

• The HCTC Practice Tool was updated in 2016. Has this version of the tool been helpful in 

strengthening HCTC? Are there recommendations to improve upon this tool? 

• It is our understanding that FFTA has recommended the need for state level policies and 

procedures. Can you please describe what you think would be needed in addition to what is 

comprised in the Practice Tool and your vision for how these documents would improve HCTC 

in Arizona? 



                   

 

 

         
 

APPENDIX D 

R E G I O N A L  B E H A V I O R A L  H E A L T H  A U T H O R I T Y  I N T E R V I E W  

P R O T O C O L S  

Introduction 

The Arizona Health Care Cost Containment System (AHCCCS) has contracted with Mercer 

Government Human Services Consulting (Mercer) to conduct a review and independent analysis of 

Arizona’s Therapeutic Foster Care (TFC)/Home Care Training to Home Care Client (HCTC) 

services provided to children and youth within and without the foster care system. Areas of interest 

include Utilization Management (UM) Practices, HCTC provider contracting and oversight, and the 

clinical model used by HCTC providers. 

One component of the independent analysis is a review of materials provided by the Regional 

Behavioral Health Authorities (RBHAs) with a follow up interview with RBHA personnel who manage 

HCTC services and providers. The following questions are based on our review of the materials 

submitted by the RBHA. Thank you for taking the time for speaking with us. 

CIC Questions 

• Please describe your UM process. How did you develop the level of care (LOC) criteria/medical 

necessity criteria (MNC) guidelines? The prior authorization (PA) instructions state that HCTC is 

“never urgent or emergent” — please describe assumptions that support that assertion. 

• How is UM related to Child and Family Team (CFT) activities? Care coordination activities, 

particularly with High Cost/High Need (HNHC) cases? 

• Where is the service description in the HCTC provider contract? How do HCTC providers bill 

Cenpatico Integrated Care (CIC)? How is “session” defined? What activities are expected from 

the HCTC agencies (vs. the foster parents) and does the RBHA know or monitor how much the 

foster families are reimbursed for services? 

• What kind of HCTC provider oversight activities does CIC conduct? 

• Please describe the treatment model you expect your HCTC providers to implement. Any 

ongoing activities/monitoring that support fidelity to the treatment model? What kinds of training 

does the RBHA provide contracted HCTC agencies? 

• Does CIC have any quality initiatives pertaining to HCTC providers or services? Please 

describe. 

Health Choice Integrated Care (HCIC) Questions 

• Please describe your UM process. Did you adopt or develop the LOC guidelines? 

– Follow up questions if not answered in the first response: 



                   

 

 

         
 

› How are the general guidelines to CFT in the handbook used to determine 

appropriateness?  

› How are the clinical MNC used?  

› Who makes the clinical determination and what are their qualifications? (Note: MNC in a 

document call “HCIC Clinical Guidelines for HCTC for Child/Adolescent Less Than 18 

Years).  

› Per this document, case is referred to HCIC care management if in HCTC if youth stays 

in HCTC >6 months — what is the function of the HCIC care management? 

• How is UM related to care coordination activities, particularly with HNHC cases? 

• Please confirm that HCIC contracts with the HCTC providers, even though the home health (HH) 

manages UM activities.  

– Is there a service description in the contract — what is its source?  

– S5109 (HCTC) is listed as a “per session” by state; listed as “per diem” in  

handbook — please describe provider billing expectations (frequency, content).  

– What activities are expected from the HCTC agencies (vs. the foster parents) and does the 

RBHA know or monitor how much the foster families are reimbursed for services? 

• What kind of provider oversight activities do HCIC conduct? 

– The handbook identifies some HCTC agency provider expectations (e.g., support the HCTC 

foster parents, monthly visit by an in-home consultant/family therapist, supervision 

requirements). How do you monitor the provider’s compliance with these requirements? Are 

they in the provider’s contracts? 

– What are the credentials of the in-home consultants/family therapists? 

• Please describe the treatment model you expect your HCTC providers to implement. Any 

activities that support fidelity to the treatment model? What kinds of training does the RBHA 

provide contracted HCTC agencies? 

• We noted you require a monthly HCTC capacity report from your HCTC providers — what do 

you do with this data? 

• Does HCIC have any quality initiatives pertaining to HCTC providers or services? Please 

describe. 

Mercy Maricopa Integrated Care (MMIC) Questions 

• Please describe your UM process. How did you develop the LOC criteria/MNC guidelines? We 

noted that there are no discharge criteria — what was reasoning behind this? 

• How is UM related/integrated to CFT activities? Care coordination activities, particularly with 

HNHC cases? 



                   

 

 

         
 

• What is the source of the service description in the HCTC provider contract?  

– How do HCTC providers bill MMIC? How is “session” defined?  

– What activities are expected from the HCTC agencies (vs. the foster parents) and does the 

RBHA know or monitor how much the foster families are reimbursed for services?  

– We noted in Section 2.3.15 of the Statement of Work, the requirement for telephonic/email 

and home visits. What is the expectation for these visits and who makes them? 

• What kinds of HCTC provider oversight activities does MMIC conduct? 

• Please describe the treatment model you expect your HCTC providers to implement. Any 

ongoing activities/monitoring that support fidelity to the treatment model? What kinds of training 

does the RBHA provide contracted HCTC agencies? 

• Does MMIC have any quality initiatives pertaining to HCTC providers or services? Please 

describe. 

UnitedHealthcare (UHC) Questions 

• Please describe your UM process. How did you develop the LOC criteria/MNC guidelines?  

• How is UM related/integrated to CFT activities? Care coordination activities, particularly with 

HNHC cases? 

• Is there a service description in the provider contract?  

– How do HCTC providers bill?  

› We noted that S5109 HA is described as “per diem”. Is it expected that one unit of S5109 

HA be billed every day? S5109 (HCTC) is listed as a “per session” by state; listed as “per 

diem” in UHC guideline — please describe provider billing expectations (frequency, 

content).  

– What activities are expected from the HCTC agencies (vs. the foster parents) and does the 

RBHA know or monitor how much the foster families are reimbursed for services? 

• What kinds of HCTC provider oversight activities does UHC conduct? 

• Please describe the treatment model you expect your HCTC providers to implement. Any 

ongoing activities/monitoring that support fidelity to the treatment model? What kinds of training 

does the RBHA provide contracted HCTC agencies? 

• Does UHC have any quality initiatives pertaining to HCTC providers or services? Please 

describe.  

M E R C E R  ( U S )  I N C .  
2325 East Camelback Road, Suite 600 
Phoenix, AZ  85016 
www.mercer.com 


